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the normalizing influence of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


Dartal was preferred by 

the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 
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A MEDICAL AUDIT PLAN FOR 
PSYCHIATRIC HOSPITALS 


SS hospital evaluation programs have been 
designed to serve a number of purposes. The most 
widely used are designed to inventory and appraise hospital 
structure and resources. The usual method is to review staff 
resources, hospital physical facilities, and the nature of the 
treatment programs. Empirical standards have been estab- 
lished for the required number of staff and facilities needed. 
These procedures frequently pinpoint areas of deficiency in 
hospitals, and a rating of relative adequacy is determined. 
This is the practice. for example. in accreditation surveys. 

While present methods serve a number of purposes, they 
usually leave much to be desired in measuring actual hospi- 
tal performance. For one thing they tend to focus heavily 
on resources, or potential. and only incidentally on measures 
of hospital results. There is no validation as to how these 
measures of potential may ultimately bear on hospital suc- 
cess or adequacy. They also fail to develop standards ad- 
justed for individual hospital resources and purposes. 

Work on the Medical Audit Plan for Psychiatric Hospi- 
tals was initiated in October 1958. The project is supported 
by the National Research Council through the National 
Institute of Mental Health. and by the Department of Medi- 
cine and Surgery of the Veterans Administration. The 
primary objective of the project is to develop a method for 
evaluating public psychiatric hospital performance. 

The design of the plan embodies certain principles of 
evaluation not generally found in other medical audit pro- 
cedures: (1) that hospital effectiveness can be evaluated 
by appraising the extent to which hospital goals and objec- 
tives are achieved; (2) that hospitals with distinctly deviant 
patterns of resources or objectives should not be evaluated 
against a single set of standards or measures: (3) that the 
staff in a psychiatric hospital is capable of conducting its 
own self-evaluation program if a convenient and meaning- 
ful methodology can be made available; and (4) that 
conclusions regarding connections between hospital activity 
programs and hospital results must be based on objective 
findings rather than on subjective opinion. 

What are the implications of our project? We recognize 
that hospital administrators are continually called upon to 
make decisions which are expected to yield the most «ad- 
vantageous result for hospital performance. Mistakes can 
be tremendously expensive. The availability of more ob- 
jective procedures for assisting in the decision process 
should provide a valuable adjunct to an administrator's 
personal estimate of hospital problems. The essence of suc- 


aver. if generalizations from research traditions are possible. 


By LEE SEWALL, M.D., Vanager 
and DAVID BERGER, Ph.D. 
VA Hospital, Perry Point, Md. 


cessful hospital management is to be informed about rela- 
tive effectiveness of hospital programs. and to be able to 
predict the possible consequences of alternative decisions. 

It must also be recognized that within the last ten years 
hospital administrators have come to have far less conviction 
as to how various aspects of psychiatric hospital program- 
ming effectively support the aims and public obligations of 
their institutions. Moreover, mounting doubts about psychi- 
atric hospital efficiency are being translated into repeated 
recommendations that large public hospitals. as presently 
constituted, be abolished. It is. however. important to re- 
member that there is at present little objective data on which 
to formulate plans for revamping psychiatric hospital pro- 
grams. Failure to produce such evidence demands that we 
consider cautiously the radical remedies advocated. Modi- 
fication, or eventual abandonment of the large public psychi- 
atric hospital should be guided by an objective study of 
what may be expected to result from a particular course of 
action. Only in this way can we avoid a less satisfactory 
and perhaps even more costly “resolution” of the problem. 


Psychiatric Hospital Effectiveness 


In their present state, public psychiatric hospitals repre- 
sent vast financial and social investments with considerable 
variability in administrative practice and treatment philoso- 
phies. These operational differences make these institutions 
both attractive and feasible objects for systematic research. 
On the other hand their enormously complicated organiza- 
tional structures and multiple goals render them peculiarly 
unassailable to study. Furthermore. the nebulous concept 
of hospital effectiveness, which is fundamental to hospital 
evaluation, has never been satisfactorily defined. 

Our concept of psychiatric hospital effectiveness is the 
degree to which a hospital's operation yields the best 
possible results in the achievement of goals. In this sense 
“effectiveness” is a descriptive, non-operational term used 
to illustrate the condition of the organization or system. 
It is. moreover, a term which inevitably invites the develop- 
ment of approximate measures of function. In military or 
industrial situations organizational goals are more easily 
defined. A measure such as total destruction has relevance 
for the military. while a production quota or a financial 
statement may be used to reflect the condition of a com- 
mercial organization. In a community service institution, 
however. the selection of explicit goals to express relative 
success is a more elusive problem. This is particularly true 
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when one attempts to measure psychiatric hospital success. 
Some years ago Bryan* suggested that the criteria for esti- 
mating psychiatric hospital performance were simply the 
number of recovered patients returned to the community, 
the length of time these patients spent in the hospital before 
release, and the length of time discharged patients remained 
in the community. Here the success of the psychiatric hospi- 
tal has been reduced to terms that are susceptible to quantifi- 
cation so that objective measures of success may be derived. 
However, in our opinion, the three measures cited by 
Bryan represent a restricted measure of psychiatric hospital 
effectiveness. 


The Objectives of Public Psychiatric Hospitals 
The staff of the Medical Audit Plan for Psychiatric Hospi- 


tals was convinced early of the need to develop measures of 
hospital effectiveness based upon a framework of hospital 
purposes. Accordingly, the initial project undertaken was 
directed toward gaining some understanding of what the in- 
formed public believed to be the goals and purposes of 
public psychiatric hospitals. A conference was held in 
December of 1958 in which a number of leaders in the fields 
of hospital and social organization participated. This group 
agreed upon six goals that made the end results of psychi- 
atric hospital operation more explicit. These six goals were 
custodial care, protection, social restoration, research. train- 
ing and education, and a catch-all labeled administration. 

In order to learn how closely these goals correlated with 
the purposes perceived for such institutions by groups work- 
ing in the field of mental health, a questionnaire was dis- 
tributed by mail. This questionnaire was designed to elicit 
information while exerting as little bias as possible on the 
respondent; hence the questionnaire simply asked for a list- 
ing of psychiatric hospital goals or purposes. Using a scor- 
ing scheme. by which the responses were classified according 
to the six goals defined at the conference. it was possible to 
score all but a very insignificant number of responses. Thus. 
in the opinion of a wide sample of professionals working 
in or closely associated with psychiatric hospitals. the six 
delineated goals constitute at least one meaningful array of 
mental hospital purposes. 

Since psychiatric hospitals work toward a number of 
different goals, though these are rarely made explicit, the 
problem was to decide upon a priority fer the goals to be 
studied. The project staff decided to concentrate on the 
four goals of care, protection. social restoration, and _re- 
search. As the model evolves for these goals. it will then 
be possible to “rough in” the methodological details so as to 
facilitate the study of other goals. 


Relationship Between Potential and Results 


It is a fundamental premise in administrative practice 
that organizational effectiveness requires the specification 
of carefully-defined goals. Once such goals are described 
for psychiatric hospital organizations, it is vital to learn 
how alternate courses of action or differences in resources 
may relate to the achievement of these goals. One way of 
thinking about this is to ask the question: What policies. 


*Bryan, W. A., Administrative Psychiatry, W. W. Nor- 
ton, New York, 1936. 
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actions. staff, facilities, etc. may lead to what ends | relative 
to goal achievements)? In the process of developing a 
method for testing such relationships, the means-ends factors 
must be explicitly stated and quantified. Each of the four 
goals (ends) selected for study requires definition and 
quantification in order to be related to hospital resources 
(means). 

Suppose we examine the goal, social restoration. in this 
context. In order to measure the effectiveness of a hospital 
in regard to the achievement of the goal of social restoration, 
it is necessary to elaborate one or more operational defi. 
nitions, and to demonstrate the property of quantification 
for these definitions. (For example. one operational def- 
nition of social restoration might be the number of patients 
discharged in a given period of time. This. of course. also 
quantifies the effectiveness in goal achievement.) The next 
step is to explore the relationships between resources avail. 
able to achieve this goal and the actual degree of achieve- 
ment. It then becomes necessary to specify and quantify 
various aspects of the hospital's action potential: its adminis- 
trative practices, the prevailing beliefs and attitudes of staff, 
the physical characteristics, etc. At this point it becomes 
possible to test such questions as: What differences does 
it make in a hospital's record in achieving the goal of 
social restoration whether operational control is centralized, 
and delegation of authority is limited; whether the staff is 
oriented in the direction of custodial care: whether the 
hospital is large. crowded, or located in an industrial com- 
munity? Should any of these resource variables be identi- 
fied as having consistent implications for achievement of 
social restoration goals, they will then be integrated in a 
useful instrument for forecasting hospital performance. A 
hospital administrator armed with such information can 
easily decide the critical areas for program adjustment. The 
same method will be used to obtain objective evidence to 
help in making decisions where the goal of care. protection, 
research. etc. are concerned. 


The Mechanics of the Research Program 


There are two primary courses open to those interested 
in trying to draw inferences about the effectiveness of 
psychiatric hospitals. One approach. where the goal of so- 
cial restoration is under study, is to evaluate the degree 
of recovery of patients. This method employs the patient 
as the unit of observation. Another procedure is to view 
the hospital as the unit of observation. For each goal studied 
one or more numerical indices will serve as estimates of 
hospital effectiveness. Such a model provides for compar- 
ison of goal achievement among hospitals. The research 
design of the Medical Audit Plan for Psychiatric Hospitals 
conforms to the latter model. each hospital serving as a 
unit of observation. 

In addition to the requirement of rigorous sampling. 
the hospital-focused model imposes the need for a large 
sample of hospitals. Further, as many data as can conven- 
iently and accurately be recorded in each hospital should 
be obtained in regard to patient population variables, pat- 
terns of hospital organization, physical structure, and the 
relationship of the hospital to the surrounding community. 
The coordination of a large series of hospitals in such an 
undertaking is not going to be an easy assignment. How- 
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How- 


ever. if generalizations from research traditions are pussible, 
we are encouraged to feel that worthwhile research results 
are rarely achieved without exertion. It has also been sug- 
geste that significant contributions to the knowledge and 
control of social institutions will not likely come from 
piecemeal, installment studies. 

The molding of a large group of psychiatric hospitals 
into effective units of observation will require the judicious 
application of research resources and administrative skills. 
It will be necessary to reconcile among hospitals studied 
such disparities as different codes of jurisdiction. deviant 
patient populations. dissimilar vocabularies used to describe 
patient dispositions. ete. 

How much of what we hope to accomplish can be 
achieved? In the immediate future we expect to be able 
to pre-test our audit instruments in a number of different 
states. From this experience we will revise our tools. placing 


When Is a Hospital Not a Hospital 


T WAS a proud day when, state by state, we changed 

the name from asylum to hospital. Since then hos- 
pitals—the other kind—have sharpened their focus. By now 
the public has a model of a hospital, and we don’t quite fit 
it. A hospital. in the public eye, is staffed largely by private 
practitioners. The house staff consists of interns and resi- 
dents, immature apprentices to be supervised by the attend- 
ing physicians who are the real experts. A hospital has more 
employees than patients. 

In a hospital the patient stays in bed. When he is well 
enough to walk around the corridors, he is well enough to 
zo home. He gets frequent examinations, and on his chart 
the intern writes daily progress notes. A nurse takes his 
pulse and temperature and estimates his respiration several 
times a day. All this makes it a hospital. 

But our state institutions don’t quite fit the mold. Instead 
of having more employees than patients, we usually have 
four times as many patients as employees. Except in a few 
corners of the institution, the nurse does not make thrice- 
daily recordings of temperature and pulse. A patient does 
not abruptly pass from inpatient to out: he works into it 
gradually. And beds are used, for the most part. only for 
sleeping—thus disturbing the traditional yardstick of all 
hospitals: the beds. 

The difference in the staffing pattern is confusing too. 
The outside attending physician. kingpin of the general hos- 
pital, has only a peripheral role in the public mental hos- 
pital. The “house-staff”’ doctor, low-man on the general 
hospital's totem pole. is the central therapist in the public 
psv chiatric institution. 

In our anxiety to be thought of as hospitals, we have sub- 
mitted ourselves for measurement by a yardstick that we 
never made. We have been so eager to join the fellowship 
of good hospitals that we have tried to force ourselves into 
a mold that was not intended for a therapeutic community 
like ours. In a broad sense, each place of ours is a city, 
with its police station and beauty parlor, its railroad siding 
and postoffice. its firehouse and its general store, its resi- 
dential district and its barber shops. 

Perhaps 900 of every 1000 of our patients need no more 


particular emphasis on reducing terminology to acceptable 
verbal symbols. We will also delete those sections which 
yield inadequate results for effort expended. 

Ultimately we expect to make available an appraisal 
method for different classes of hospitals. We will be able 
to provide each hospital with a set of norms or an effective- 
ness scale on which to gauge its performance within the 
framework of specific goals, resources, and administrative 
efforts. The hospital will then be in a position to conduct 
a self-evaluation program. 

Finally. in addition to serving as a measure of operational 
effectiveness, the audit results should prove useful in mobil- 
izing public support for operational needs. To the extent 
that organizational goals are defined and harnessed in the 
service of assessing and improving the operation of public 
psychiatric hospitals, the Medical Audit Plan for Psychiatric 
Hospitals will have made a contribution. 


By DR. WHATSISNAME 


medical or nursing care than do as many factory workers. 
If we insist on being called hospitals, however, our inability 
to care for the 1000 is a black mark against us. Who ever 
heard of a hospital with 200 patients per doctor? To the 
critic, this conjures up the image of 200 sick patients crying 
in anguish for medical help while a frantic doctor shuttles 
from bed to bed trying in one heroic gesture to render care 
to 200 feverish souls. We know that the 200 are workers in 
the fields, offices, homes, and shops—while our medical talent 
is largely concentrated on infirmary units. 


It might sound like a reactionary move, but perhaps it 
would be better if we separated the infirmary from the 
domiciliary units. Let the latter be judged as a community, 
the former as a hospital. Either that. or we struggle forever 
with the impossible task of trying to find staff and space 
for a thousand able-bodied people under the pretense that 
they are so sick as to require constant bedside care. If part 
of our hospital is a home-for-the-aged, and part of it is a 
domiciliary. let us fashion good standards for such areas 
instead of trying vainly to mimic general hospitals. 
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PREDICTIVE FACTORS IN EARLY RELEASE * 


By Richard L. Jenkins, M.D., Director, and Lee Gurel, Ph.D., Executive Officer 


Veterans Administration Psychiatric Evaluation Project, Washington, D. C. 


, es the major public healih problems confronting 
this nation, the vast burden of mental illness is per- 
haps the one with which we have made the least progress. 
The public mind is still divided on this subject. On the one 
hand. we have sought to persuade the public that mental 
illness is recoverable. On the other hand, tradition makes 
the ancient division into the sane. who are presumed to be 
understandable and human. and the insane. who according 
to the traditional attitudes are nonunderstandable. have lost 
some of their human identity, and are presumably irrecover- 
able. We talk in terms of effective treatment, but our 
speeches are frequently better than our performance in ireat- 
ment. 'n fact the budgetary planning for our mental hos- 
pita.s is still more dominated by considerations of providing 
protective custody for the mentally ill than by considerations 
of providing for their treatment and their return to the 
community. 

In our struggle to offset the results of irrational fears. 
we must in honesty recognize that we really do not know 
how much difference in recovery rates can be made by in- 
creased treatment resources in our mental hospitals. This is 
one significant question to which the present study seeks 
some answer. 

Success in the treatment of psychotic patients may be 
measured in various ways. The therapeutically-minded want 
to know particularly about the degree of improvement shown 
by the patient. Those who are responsible for hospital 
budgets are understandably interested in knowing whether 
there is any satisfactory evidence that increasing the hos- 
pital resources available for the treatment of psychotic 
patients actually results in shorter hospitalization. Both are 
interested in rates of relapse and of rehospitalization. 

Often for lack of solid evidence, we have not been able 
to do justice to our patients or to support our beliefs in 
treatment. When we have succeeded in registering onlv a 
humanitarian plea, we have never done very well. For 
society is prone to reject the mentally ill, and while. for 
example. legislatures have not been willing to let psychotic 
patients starve, yet historically they have not always been 
willing to provide diets which would prevent the disorders 
of avitaminosis such as pellagra. The hospitals of the 
Yeterans Administration have been favorably treated be- 
cause the community feels a deep sense of obligation toward 
those who have suffered illness or injury while serving in 
the armed forces in wartime. As a war recedes into history. 


*Read at 115th Annual Meeting of A.P.A., Philadelphia, 


Pa.. 1959. under title “Hospital Factors Related to Early 
Release of Functional Psychotic Patients to the Community.” 


this sense of obligation becomes gradually attenuated. How- 
ever. it has provided us with an opportunity to study the 
treatment effectiveness of a large-scale hospital system with 
unprecedentedly favorable therapeutic resources. 

When we have reached a point at which we can present 
evidence that a treatment program actually costs fewer tax 
dollars than a custodial program, then we will find that the 
treatment resources we need are made available. For then 
economic considerations will reinforce altruistic ores. and 
history has shown that it is not so difficult to sell virtue 
which pays demonstrable dividends. There are certainly 
some indications that we may have reached, or at least that 
we are approaching. such a state. It is not surprising. per- 
haps. that the indications are clearer in relation to duration 
of hospitalization than in relation to the improvement or 
recovery of the patient, for, after all, there is usually less 
dispute about whether a psychotic patient is or is not in a 
hospital than about whether he is or is not improved or 
recovered. 

The Veterans Administration has a considerable range of 
predominantly psychiatric hospitals, and it was in the 
pursuit of the question of the relative effectiveness of differ- 
ent hospital designs, staffing patterns, and program em- 
phases that the present study was in part directed. 

Our study includes twelve hospitals selected by the Cen- 
tral Office Psychiatry and Neurology Service to include a 
wide range. Actually these hospitals fell naturally into three 
groups, two groups of small hospitals and one group of 
large hospitals. We define a small hospital as one of fewer 
than 1500 patients, a large hospital as one with 1500 patients 
or more. At one extreme were four small new hospitals 
with the architectural design with which the name of Paul 
Haun, M.D.. is particularly associated. These hospitals have 
small nursing units and for their operation require relatively 
high staffing ratios. (In this discussion we define a high 
staffing ratio as one in which the total number of full-time 
staff members is greater than the total number of patients, 
and a low staffing ratio as one not involving more staff than 
patients.) At the other extreme of our group were four large 
old-style hospitals with low staffing ratios. The middle group 
consisted of our smaller old-style hospitals. This group in- 
cluded Topeka. which has a high staffing ratio. Because 
of this high staffing ratio and because during the course of 
our study it was rebuilt in the Haun-stvle architecture. we 
have included it with the small high-staff group where it 
seems to fit best. As a consequence, our study includes: 


Five small hospitals with high staffing ratios—(SHS) 
Three small hospitals with low staffing ratios—(SLS) 
Four large hospitals with low staffing ratios—(LLS) 


1] 


a 


Each of these hospitals has three staff members paid from 


project funds: a coordinator who is a psychologist, a social 
worker who is engaged in part in the follow-up of project 
patients returned to the community, and a clerk-typist. 

We are concerned here with a preliminary report of the 
course, during the first year after admission, of a quota of 
male veterans, admitted to each of our project hospitals and 
unselected except that all were under 60 years of age, with- 
out active tuberculosis or serious somatic illness, and were 
admitted or readmitted to a project hospital after spending 
no more than 90 days of the preceding six months in a 
psychiatric hospital or service. Only patients with a diag- 
nosis of a functional psychosis were retained in our study. 


Schizophrenic Patients Only 


Figure 1 indicates the percentage of patients in each hos 
pital group who were known or presumed to be in the 
community at 90 days, at 180 days, and at one year after 
entry. Our definition of “in community” includes those pa 
tients of family care and member-employee status in the 
hospital as well as those who have returned to the community 
and have then been hospitalized for an illness not psychiatric 
and on a non-psychiatric service. It does not include any 
veterans rehospitalized for a psychiatric illness or on a 
psychiatric service or in jail or in a penal institution. 

These are. of course, crude over-all figures, for we have 
not here sought to deal with the inevitable question of 
whether or not the patients admitted to these three groups 


FIGURE 1 
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of hospitals were comparable. For that purpose we have 
used the method of dividing or stratifying our sample. 

A vood deal of preliminary sorting was undertaken which 
revealed that. at 180 days at least, a number of factors bore 
little or no relation to the question of whether a patient was 
in or out of the hospital. Two factors which were found to 
be significant in their relation to the patient’s whereabouts 
at six months were (1) his marital status, and (2) the 
degree of his illness, as represented in his diagnosis or the 
severity of his symptoms. 

If we restrict our sample of patients to those diagnosed 
schizophrenic, as in the right hand graph of Figure 1, we 
do not alter the essential relationships, and because most of 
our patients are schizophrenic we increase only slightly the 
mean days in hospital during the first year. In Figure 2 we 
have stratified our sample by marital status and compared 
the mean number of days in an institution during the first 
year. As in the preceding figure. the days in an institution 
represent the total number of days in patient status on a 
psychiatric service or in a psychiatric hospital, whether in 
the original hospital or another hospital. plus any days spent 
in jail or in a penal institution. 

It is obvious that, so far as total institutional time in the 
first year is concerned, marital status is a more important 
predictive factor than is the class of hospital. 

We still have not taken account of the kind and degree 
of schizophrenic illness of various patients. It is possible to 
get an index of this by considering the type of schizophrenia 
diagnosed. However. we find a better index of duration of 
hospitalization in the severity of the patient's symptoms as 
rated in interview on admission. In figure 3 we have the 
married patients subdivided according to whether or not 
they were rated as showing disorganization of thinking in 
the initial interview. for this symptom is more predictive of 
duration of hospitalization during the first year than any 
other which we tested. Those patients who were rated as 
showing no disorganization or only slight disorganization 


FIGURE 4 
mmunity During First Year 
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of thinking are represented in the left hand graph. Those 
rated as showing moderate or severe disorganization are 
represented in the right hand graph. It is evident that those 
not disorganized in their thinking tend to be released a little 
sooner than those disorganized in their thinking. but we 
have now reduced the size of our groups to the point where 
chance factors have more influence on the individual plots. 
The size of group in Figures 3 and 4 ranges from 33 to 154 
patients, the average being 90. 

In Figure 4, which is based upon patients who never 
married, the left hand graph relates to those who were not 
disorganized in their thinking. We see that with these 
patients, the small high-staff hospital returns them to the 
community substantially more rapidly than does the large 
low-staff hospital. 

The group most unfavorable for early release are, of 
course. the patients who never married and who were 
severely ill, as evidenced by disorganized thinking. This 
group, represented in the right hand graph of Figure 4, 
moves slowly, with a particularly slow start from our large 
low-staff_ hospitals. 

In general, we may say that specific comparisons within 
our study suggest that, so far as early return to the com- 
munity is concerned, the kind of hospital appears to be the 
most influential factor during the first six months. However, 
by the time a year has elapsed, the patient’s marital status 
and the severity of his psychotic illness at the time of his 
admission appear to be more influential than the kind of 
hospital, at least within the range of those in our study. 

We have studied the effect of a variety of symptoms on 
hospitalization and in our judgment it does not appear to 
be the severity of the symptoms which influences the dura- 
tion of hospitalization so much as does the extent to which 
the symptoms isolate the psychotic patient from those about 
him. Pathological symptoms which are voluntarily reported 
in the initial interview are associated with a shorter-than- 
average period of hospitalization. This is not only true for 
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such relatively benign symptoms as anxiety and depression, 
but it is also true of physical complaints and of the more 
characteristically schizophrenic symptom of hearing hallu- 
cinatory voices. We believe that these reports relate to the 
patient’s willingness to communicate and that they may 
relate to the favorable effect of what Doctor Parsons calls 
an assumption of the patient role, the role of one who seeks 
help for his illness. We choose to ascribe the briefer average 
hospitalization of those patients who report that they hear 
voices to this willingness to communicate and to their im- 
plied or explicit assumption of the patient role. The alterna- 
tive and perhaps pathetic interpretation would be that it is 
because this patient's isolated, lonely, and split personality 
is recovering communications at least from its own dis- 
sociated portion! Those symptoms which isolate the patient 
from those about him or which interfere with his assumption 
of the patient role are factors unfavorable for his early 
release. Included here are the symptoms of withdrawal. 
disorganization of thinking, lack of motivation, apathy, and 
excessive hostility. Rapport and cooperation are, of course. 
signs favorable for early release. 


Other Factors Prove Insignificant 


We undertook some exploration of a number of other 
factors to test whether or not they might account for the 
higher early release rates from high-staff hospitals. These 
included whether the veteran reported his childhood was on 
a farm or in a large city, whether he reported he engaged 
in sports or other activities in school, the number of jobs he 
had held and the length of the last job, the duration of his 
residence in the community, his membership or non-member- 
ship in clubs, the number of his children, his religious 
affiliations, church membership and frequency of church 
attendance, his longest previous psychiatric hospitalization. 
his branch of service, year of discharge. and the presence 
and amount of his compensation, as well as what he was 
willing to admit about his drinking habits. None of these 
factors accounted for the demonstrable differences in early 
release between high-staff hospitals and low-staff hospitals. 

At present we can only speculate about the years beyond 
the first year of hospitalization. At the end of the first year. 
the large low-staff hospitals appear to be catching up with 
the small high-staff hospitals in the return of patients to the 
community, and, with the drop in release rates which charac- 
teristically occurs after the first year of hospitalization, we 
cannot expect as large a difference in the second year as in 
the first. However, we should bear in mind that even a small 
percentage difference in the number of patients who become 
chronic represents a very large difference in long-term costs. 
Inevitably the question will be asked as to whether our 
small high-staff hospitals are releasing patients who are 
psychiatrically sicker than those from our large low-staff 
hospitals. This does not seem to be the case. If we compare 
the symptomatic improvement between admission and _re- 
lease or between admission and one year, whichever comes 
first, we find only one symptom which shows a difference in 
rate of improvement which reaches the .05 level of signifi- 
cance. This is withdrawal, and the greater improvement is 
shown in our small high-staff hospitals. Actually the group 
of hospitals with the intermediate release rate, the small low- 
staff group, tend to make the best showing on symptomatic 
improvement. One point is of human interest. Those patients 
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rated by the nursing staff as good workers on admission 
tend to leave our small high-staff hospitals a good deal more 
rapidly than those not so rated. The good workers who are 
married also leave our large low-staff hospitals more rapidly 
than those who are not good workers, presumably to work 
for their families. But for the patients never married. being 
rated as good workers in a large low-staff hospital tends to 
retard rather than to speed their early release. The contrast 
in this regard between our groups of hospitals is statistically 
significant at six months and is still evident at one year. 

It is not clear to what extent we should speak of recovery 
and to what extent we should speak in terms of rehabilita 
tion. By way of analogy, we now rehabilitate many para- 
plegic patients, but it is only in the acute stage and in 
favorable cases that we may hope for their recovery. This 
fact does not lessen the value or importance of a program 
of rehabilitation. 

Hospitals have individuality. Size and staffing are onh 
two factors among the complex determinants of their effec. 
tiveness. Our hospitals do not by any means always show 
the release rates we expect, and the number of our project 
hospitals is very small. Nevertheless. differences in duration 
of hospitalization between groups of hospitals within the 
first year are clearly significant. 

Veteran patients are presently not a typical group. Aside 
from the fact that all our patients are male, the original 
military screening eliminated most of those who became 
psychotic at an early age. Our patients are as a group not 
young and are typically showing some of the signs of either 
recurrent or chronic psychotic disorder. These special con- 
siderations call for caution in generalizations from these 
results. However, certain summarizations are possible. 

Comparisons made among 12 VA NP hospitals reveal 
that return to community of male patients newly admitted 
or newly readmitted for functional psychoses begins earlier 
in hospitals with less than 1500 patients and with more 
staff than patients than in hospitals of more than 1500 
patients with fewer staff than patients. Hospitals of less 
than 1500 beds with fewer staff than patients occupy an 
intermediate position. Thus it appears that both high over- 
all staffing ratios and small hospital size favor early return 
to the community of patients with functional psychoses. 


Stratification Does Not Alter Results 


These differences in early release are not substantially re- 
duced by stratifying the patients according to marital status 
and diagnosis or the severity of their psychotic symptoms. 
It does not appear possible to account for these differences 
in early release in terms of differences in the kinds of 
patients admitted to the different groups of hospitals. 

These differences in early release between groups of hos 
pitals are large enough to make substantial differences in 
the mean number of in-hospital days per patient during the 
first year. 

Comparisons of symptomatic improvement in the patient: 
at release do not support the suggestion that the small high 
staff hospitals attain their advantage over the large low-staf 
hospitals by releasing patients in a sicker condition. 

Marital status shows enough relation to release to support 
the opinions of those who emphasize the relation of the 
patient to his family as a concern of major importance to 
his rehabilitation or recovery. 
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—_ dynamic nature of ail human behavior which creates a prob- 
al mall lem very specific to our own field. This is why working with 
whe an patients and attempting to establish a truly therapeutic 
, rapid milieu poses a constant challenge. There must be what the 
wil authors call a “continuing search on all our parts into the 
4. bel attitudes underlying administrative and clinical practices. 
cand te You'll note that we have two articles this month of a 
conse research nature. The Medical Audit (Page 7) and Pre- 
tistical dictive Factors in Early Release (Page 11). Drs. Sewall 
wena and Berger propose to attempt to evaluate hospitals on the 
mena basis of six selected factors, while Drs. Jenkins and Gurel. 
habilite basing their findings on patient-prognosis, also attempt to 
ny pare evaluate different sizes and staffing patterns of a group of 
oy hospitals. There’s no real conflict between these two meth- 
rv. This ods; one of our main tasks today is to devise means of evalu- 
program ating all our practices, and all our facilities, so that we may 
have concrete evidence to offer to legislators and the public 
— to support our needs. Moreover. only by constant reap- 
se fies praisal can we consolidate the gains we have made through 
os dell the empirical methods which comprise most of our en- 
. project deavors at the present time. Unless these gains can be 
dusaties consolidated, hospital psychiatry will repeat the sad patterns 
thin the rw THE SUMMER I was on safari with my family. of the past: with the death of an enlightened superintendent 
visiting hospitals. meeting with members, and deal- who introduces reforms during a period of humanitarianism., 
>. Aside ing with Central Office business by means of a portable dic- the gains will be lost and the patients of the future will slip 
original | ‘ating machine. I put more than 11,000 miles on my speed- back into the dark dungeons of custodial care only. 
became | ometer—just about a mile for every A.P.A. member in the It is our intention to publish considerably more research 
roup not U.S. I wish I could say I'd met them all. material that we have in the past. and we hope that those 
of either} | did. however, manage to visit 16 hospitals of various of you who have genuine investigations soundly based upon 
cial con-| kinds. mostly state but some private too. Those I visited are proper protocols will bear this in mind. I do not mean that 
vm these | the Owen Clinic and the Huntington State Hospital, West we wish to publish pages of statistics. charts, or tabulations: 
— Virginia: Western State Hospital. Kentucky; State Hospital. nor do we want to discuss at length such esoterica as chi- 
Is reveal Las Vegas. New Mexico: the VA Hospital and the psychiatric square functions, the coefficient of correlation. or the stand- 
adel department of the University in Oklahoma City. as well as ard error of the difference. These purely technical consid- 
s earlier| Central State Hospital at Norman: UCLA Medical Center erations belong in other more specialized journals. But we 
th more} 22d Atascadero State Hospital. California: the State Hos- are interested in methodology. feasibility, and problems met 
an 1500} pital in Salem and Morningside Hospital in Portland, Ore- in carrying out investigations in big public hospitals, how 
; of less} 2": Northern State Hospital, Sedro-Woolley. Washington; the problems were solved. how the staff was motivated and 
cupy an} State Hospital North in Orofino. Idaho: the State Hospital. trained, and what final results were obtained from the in- 
gh over-| Lankton, South Dakota; Minnesota’s Mayo Clinic in Roch- vestigations. 
y return) er; and in Indianapolis, Indiana. the Psychiatric Research Early in the new year we shall start including more mate- 
ses. Institute. Larue D. Carter Memorial Hospital, and Central rial on extramural psychiatry—i.e. the open hospital, the 
State Hospital. At the latter I was a speaker during the day- and night-hospital. psychiatric units in general hospitals, 
presentation of a Food Service Award from INSTITUTIONS half-way houses, sheltered workshops. community agencies, 
tially re | Magazine (see MentaL Hosprtats, October, 1959). I also and the relationship of these facilities to the hospital, to the 
tal status| ‘Pent a great deal of time. of course, in the various British patients. and to one another. For it is apparent to me. as 
mptoms Columbia facilities. while | was working on the A.P.A. Sur- it is to many leaders in our profession, that the mental hos- 
flerences| “Y of the Province. pital as we know it today is not meeting the needs of the 
tele a I have written a bread-and-jam letter to the various super- 700,000 sick patients it tries to serve. Every step which the 
* intendents—I say “jam” because the welcome we received staff and the program can take away from the wards and out 
= of hos | “8S quite overwhelming and a_bread-and-butter letter into the community is a step toward an ultimate goal which 
eee couldn't do justice to the hospitality. But I would like to will not be long in maturing: this goal is the practice of 
aring the take this opportunity to thank all you other staff members contemporary psychiatry using every means at our disposal. 
of these many hospitals for the part you played, not only in but without allowing the institution to assume the role of 
patients} ™Y reception but in my education. During the next few Big Brother, however benevolent. Only thus can the public. 
all high | ™onths. I hope that my broadened outlook and greater the patients, and the profession work together to maintain 
low-staf| Knowledge of your problems will be reflected in the material the patient’s social functioning while concurrently treating 
' we use in MENTAL HosPIrTALs. his psychopathology. 
) support | In reading the material for this issue, I was particularly 
n of the] imterested in the comment made by Miss George and Dr. 
tance to| Gibson (Page 18) on the “recurring antitherapeutic features NA ) 
of patient-staff relationships.” This illustrates so well the ’ lia 
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Factors Influencing The Nurse’s Role 


By DOROTHY MERENESS, Ed.D., R.N., Associate Professor of Education 
Department of Nurse Education, New York University, New York City 


HE ROLE OF THE STAFF NURSE in a psychiatric setting 
aes from situation to situation and is influenced by 
several factors over which she may have little control. These 
factors alter the functioning of the nurse by bringing pres- 
sure to bear upon her from many directions. As the object 
of these social and professional pressures, the nurse prob- 
ably has only three choices: She may re-arrange her own 
philosophy and functioning in such a way as to conform 
with the expectations and pressures which are being brought 
to bear upon her; she may resign; or she may attain a dif- 
ferent position in the hospital hierarchy. 

Some of the specific factors which influence the role and 
functioning of the staff nurse in a psychiatric setting in- 
clude: (1) The purposes of the organization in which she 
is employed: (2) The physical plant of the institution: (3) 
The hospital census and the kinds of patients admitted; (4) 
The administrative policy and climate of the institution: 
(5) The medical philosophy and psychiatric treatment pro- 
grams; (6) The availability of adequate numbers of pro- 
fessional workers; and (7) The nurse’s own concept of 
herself and her role. 

Although all psychiatric institutions have more than one 

urpose, there is usually one which dominates the others: 
chis dominating purpose significantly influences the func- 
tions of the nurse. A description of a few specific situa- 
tions will serve to illustrate this point. The variations in the 
nurse's role in the situations cited developed, in part at least, 
irom the differences in institutional purposes. 

In one psychiatric situation with which I was familiar, 
the dominating purpose of the institution was research. The 
focus was not on research which involved the work of the 
entire psychiatric team but rather upon research done by 
the physician. Much of the work of the staff nurse had to 
do with recording information concerning patient-responses 
to new drugs, new treatment techniques, and therapeutic 
approaches to problems. The nurse’s role was greatly in- 
fluenced by the activities which were related to the ongoing 
research. The patient was admitted because he was of clini- 
cal interest to the physician, he remained as long as the 
physician’s clinical interest continued, his day was ordered 
by the physician and included many tes:s with which the 
nurse assisted from a purely technical standpoint, and his 
discharge was entirely dependent upon the completion of a 
battery of physical and psychological tests. 

A second psychiatric setting had as its major purpose the 
protection of the public from the patient and the patient 
from himself. Because of this purpose, the functions of the 
staff nurse necessarily focused upon her role as a security 
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officer. Great emphasis was placed upon carrying out a va- 
riety of safety measures and techniques. 

Another psychiatric situation had as a major objective the 
development of a therapeutic climate in which it was hoped 
patients could develop more mature ways of behaving in 
social situations. In such a setting, freedom was provided 
for patients to make decisions and exercise choices in the 
process of everyday living. Superimposed controls upon 
behavior were avoided. Attempts at self-destruction and 
escape were accepted on the part of the staff without exces- 
sive anxiety. The nurse’s role focused primarily upon help. 
ing patients function in a more mature way. 


Physical Setting Affects Function 


The physical plant of the institution also affects the ac- 
tivities of the staff nurse. The setting in which she works 
may limit or enlarge or develop her therapeutic role. A 
living room for patients encourages the nurse to assume one 
of her important roles—that of a socializing agent. This is 
not to say that the nurse could not encourage socialization 
among patients if they milled about in a dayroom or sat in 
rows along the walls of a hall. However, a living room 
where people can sit together and play together would cer- 
tainly assist the nurse in developing the potentialities of 
her role as a socializing agent. If the nurse works in a 
situation where facilities for group singing, card games, 
ward parties. etc., are provided, it is obvious that her role 
will develop in a somewhat different direction than if none 
of this equipment is available. 

Mealtime can become an important part of a therapeutic 
milieu if dining space is available in conjunction with the 
wards. If the nurse has an opportunity to serve as a hostess 
during mealtimes, she can encourage conversation and the 
sharing of ideas. On the other hand, if patients are re- 
quired to go to a central dining area where they eat in a 
huge room with hundreds of other patients and little if any 
personal attention is possible. the nurse’s role may become 
primarily that of a traffic officer. 

The hospital census and the types of patients admitted 
greatly alter the role of the staff nurse in any given situa- 
tion. In one private psychiatric hospital known to the 
author, some patients were provided with suites of rooms. 
It was also possible for these patients to have meals served 
in the privacy of their rooms. They brought their own 
television sets and other personal belongings. A staff nurse 
assigned to care for twelve such patients remarked that she 
did nothing for them, except take them a sleeping pill at 
night. Obviously the type of patient, the physical plant, and 
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the treatment philosophy of the medical staff jointly con- 
tributed to giving this nurse a limited role in the lives of 
her patients. 

In the psychiatric units of some city hospitals, the patient 
census usually far exceeds the original bed capacity which 
was intended for these units. The very presence of so many 
patients in such crowded conditions makes it necessary for 
the staff nurse to be constantly alert to the safety aspects 
of the situation. It forces her in the direction of assuming 
the role of a disciplinarian with emphasis upon keeping 
order. 

Today many newly-admitted patients in large public hos- 
pitals are old and sick. Out of necessity some hospitals now 
have large wards filled with patients who are bedfast most 
of the day, who require spoon feeding, and who are inconti- 
nent. Some nurses find it necessary to spend most of their 
time supervising the changing of wet beds. a role forced 
upon them by the authority of the situation. For some 
nurses there appears to be no way of altering this role save 
through a change in position. It is obvious that the type of 
patient admitted to a ward setting is an important dimen- 
sion in determining the role and function which the nurse 
can and should fulfill. 

It seems logical to expect that the nurse’s role would 
change to meet the unique needs of individual patients. A 
nurse might need to fill the mother role with a group of emo- 
tionally disturbed children. If she were involved with psy- 
chiatrically ill adults, the nurse might be primarily con- 
cerned with her role as a counselor and socializing agent. If 
patients were aged or physically ill. the nurse’s role might 
combine aspects of nurturing and mothering with the mana- 
gerial role. A large patient population on a single hospital 
unit forces the nurse into the role of the manager and direc- 
tor of groups. A smaller census presents the possibility for 
the nurse to develop meaningful. face-to-face relationships. 

Administrative policy and climate also have significant 
influence upon the role and functions of the nurse. The staff 
nurse may feel far removed from the influence of the admin- 
istrator, who may not know her name but whose influence 
upon her functioning is as sure and as specific as is her 
forthcoming pay check. Whether the nurse feels free to 
make suggestions, to ask questions, to introduce a new type 
of ward recreation, or to put forth maximum effort in per- 
forming the tasks involved with her job are probably di- 
rectly related to the administrative climate which has been 
developed in a specific institution. 

If administrative decision and medical philosophy dictate 
that elaborate hourly charting shall be completed about pa- 
tient behavior. the nurse’s role is greatly altered in the direc- 
tion of an observer and recorder even though the needs of 
the patient may not be met through these activities. When 
administrative policy states that all potentially suicidal pa- 
tients shall be placed under the regimen of special observa- 
tion, the nurse’s role may be slanted in the direction of be- 
coming a safety officer. 

I was once fortunate enough to be involved for a few 
months in a psychiatric setting where many new and revo- 
lutionary ideas were introduced. The attitude which fos- 
tered the acceptance of new ideas developed after an admin- 
istrator came to that institution and said, “If it’s new, let’s 
see what it has to offer us. Let’s not discard it until we have 
tried to find out what values it has that we might use.” This 
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attitude, like administrative philosophy in all institutions, 
was reflected by every person working in that situation. 

Medical philosophy and psychiatric treatment programs 
alter the role of the nurse in a profound and direct way. 
The philosophy of treatment. reflected in the words “thera- 
peutic community” suggests that the hospital experience 
itself can be a factor in helping patients to recover and that 
mental illness can be significantly altered through inter- 
personal experiences. The physician who believes that ther- 
apy involves the twenty-four hour day will expect the nurse 
to contribute in a dynamic and meaningful way to the 
patients’ total therapy. Thus this medical philosophy makes 
it possible for the nurse to assume the role of an active par- 
ticipant in milieu therapy. On the other hand. if the treat- 
ment philosophy involves the giving of medications or other 
somatic treatments to large numbers of patients, the nurse’s 
role will be steered in the direction of becoming a technical 
nursing expert. 

The availability of adequate numbers of professional 
workers influences the functioning of the nurse and thus the 
role which she can and should fulfill. If there is an ade- 
quate number of physicians the patients will usually have an 
opportunity to talk out their problems with a doctor. In 
such a situation it is reasonable to suppose that the nurse 
may not be pressured by the patients into becoming a thera- 
peutic listener as frequently as she might be if doctors were 
in short supply. When there are occupational and recrea- 
tional therapists available. the nurse may not need to fill 
these roles, but if such workers are not available. the nurse’s 
role may be altered toward trying to meet patient needs in 
these areas. If social workers are available. the families of 
patients will undoubtedly seek their special services. If 
social workers are not available, families may turn to the 
nurse for help with plans for weekend visits, plans for home- 
going. suggestions for housekeeping services. etc. If there 
is a full complement of professional workers, the nurse’s 
role will be altered in the direction of coordinating the work 
of the professional team. If team members are missing, she 
may be forced to vary her role to provide, to a limited ex- 
tent, necessary services which are not being supplied to 
patients by the other professional members of the team. 


Nurse Develops Own Role 


In spite of forces which pressure her into a role of tradi- 
tional conformity, the nurse who has insight into the thera- 
peutic potentials of her role, and skill to achieve them. will 
find ways to introduce a therapeutic dimension into her 
daily functioning. Such a nurse may be busy carrying out 
the technical and managerial aspects of the traditional role 
of the nurse. but in addition she also develops warm, sup- 
porting relationships with individual patients, plans ward 
recreation with groups of patients, helps introduce some new 
activities to keep patients alert and interested, and in a 
dozen daily ways contributes to improving the therapeutic 
potential of the patients’ hospital experience. 

The weight of the social. cultural. and professional forces 
which are pressuring the entire hospital world eventually 
affect and alter the role of the staff nurse. The key to the 
nurse’s therapeutic functioning. regardless of the forces with 
which she is struggling, is her own personality, her concept 
of her role, and her professional preparation for making her 
concept of her role become a reality. 
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Patient-Staff Relationships 


Change With Environment* 


By GLORIA R. GEORGE, R.N. and ROBERT W. GIBSON, M.D. 


HE SCHIZOPHRENIC PATIENT may suffer such extreme 

p poery terror, and despair that just to be with him 
can be an intensely painful. almost shattering experience. 
Thus, nursing personnel, partly by therapeutic design and 
partly out of sheer need to help a suffering human being. do 
all they can to reduce this intolerable anxiety. Apparently 
the value and even necessity for doing this is hardly ques- 
tioned. Yet questioned it must be, because at times the 
zealous attempts to protect a patient from his painful feelings 
may serve to maintain a pathological integration and to 
block the process of personality growth with its attendant 
anxiety. 

On all psychiatric wards there is apt to develop a system 
of formal organization and informal policies which serve to 
relieve tension, not only in the patient, but also in the staff. 
Such a system may become so ingrained that it is no longer 
explicitly formulated, with the result that any factors that 
impede the therapeutic process may be overlooked. This 
article is concerned with some antitherapeutic features which 
were brought to light on a psychiatric ward by a drastic en- 
vironmental change during a summer vacation project. 

For the past two summers 20 severely regressed schizo- 
phrenics from this private psychiatric hospital have 
been taken to a beach cottage for periods of a few days 
to two weeks. These were patients who had been living on 
a maximum security ward with heavy retention screens, un- 
breakable equipment, and stringent safety reguiations—a 
ward typically designed and equipped to deal with assaultive- 
ness, destructiveness, suicidal attempts, and elopement. The 
cottage, on the other hand, has no protective features what- 
ever. It is merely a large summer home designed for a 
comfortable vacation with boating and swimming at the 
beach. 

At first there were fears that many patients might not be 
able to adjust to so unprotected an environment, but these 
anxieties were soon dispelled when the anticipated problems 
failed to develop. Instead, the environmental differences 
caused changes in patient-staff relationships, which led the 
staff to realize for the first time that some subtle patterns of 
interaction had been occurring unobserved on the ward. 

At the hospital, where all patients were .undergoing in- 
tensive psychotherapy, a concerted effort was being made to 
help ward staff see that a patient’s behavior had meaning; 
that it might be a reflection of underlying needs; or that 
it might be an effort toward communication. This does not 
mean that the ward staff was overly permissive or that the 
practical aspects cf handling regressed behavior were 
neglected, but it does mean that the primary emphasis was 

*Read at the 115th Annual Meeting of the American Psy- 
chiatric Association, Phila., Pa., 1959. 
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on understanding behavior rather than controlling it. At the 
cottage the emphasis was often quite different. This can best 
be illustrated by a clinical example: 

Albert had been regularly incontinent of urine and feces. 
On the ward this was efficiently cleaned up. Albert was en- 
couraged to use the bathroom, and an effort was made to 
discover an explanation for his actions which constituted 
only minor incidents in a busy day. By contrast. Albert's 
behavior assumed major significance at the cottage, where 
personnel and patients lived together 24 hours a day for 
several days at a time. There incontinence would make 
things unpleasant for the whole group and would. moreover, 
invite the wrath of the cottage owners. It was no longer 
merely a psychiatric symptom but a matter of intense per- 
sonal concern. Explicit statements were made with greater 
conviction and feeling than ever before. which obviously 
made quite an impression on Albert. because his soiling 
virtually stopped. Consequently the staff recognized that 
Albert was able to do much more for himself than previous- 
ly had been expected of him. It was apparent now that the 
earlier approach, although intended as a sympathetic effort 
to convey interest and a desire to understand, had in fact 
been interpreted by Albert as an indication that he was 
incapable of raising his level of performance. 

Albert’s change in attitude was apparently initiated by the 
staff. However. in several other instances changes occurred 
predominantly in the patients’ attitudes about themselves. 
The experience of living successfully at the cottage without 
the protective features of the ward allowed them to reassess 
their own capabilities. 


Patient’s Attitude Reverses Itself 


An outstanding example of this was Tom. The staff had 
long felt that he was well enough to move to the open ward. 
However, any such suggestion always led to extreme appre- 
hensiveness and a recrudescence of his psychotic symptoma- 
tology. When first approached about the summer trip. he 
flatly refused, saying, “It isn't right to put a man out of his 
home.” Yet, as the time approached, his protests weakened, 
and when he learned that almost all of the patients and staff 
would be going as a group, he grudgingly agreed to give it a 
try. At the cottage his behavior remained much the same 
as it had been on the ward. But, it was, after all, the first 
time in many years that he had lived outside of an institu- 
tion. it wasn’t until his return to the hospital that it became 
apparent how much this really meant to him. Now he was 
eager to move to the open ward, which he did without difh- 
culty, and a few months later he was able to make a trip 
of several hundred miles to visit his family. The successful 
trip to the cottage had given Tom the confidence to under- 
take more complex and potentially conflictual interpersonal 
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experiences. This and other examples alerted the staff to the 
possibility that. if certain patients were urged into more de- 
manding situations, gains in therapy might be augmented 
through actual experience. 

As might be expected. the shift to the cottage disrupted 
the ward hierarchy and social structure. At the hospital. 
patients and personnel had formed two groups clearly 
demarcated by the obvious differences between Feing 
a hospitalized psychiatric patient and an ordinary private 
citizen. Of further significance were unconscious or pos- 
sibly only vaguely recognized attitudes such as: the patient 
is a sick person—things must be done for him—he is very 
limited in his ability to assume responsibility. 


Hospital Rules Not Applicable 


At the cottage both patients and personnel found that 
suddenly they were no longer restricted or guided by formal 
hospital routines. Since standard hospital policy seldom 
applied to the new situations. decisions could not be made 
simply by quoting a hospital rule. New solutions had to be 
worked out that took into account the needs of both groups. 
The circumstances of daily living were much the same for 
patients and staff. so that role distinctions became blurred. 
There was less tendency to think in terms of “sick” and 
“well.” and everyone was encouraged to do his share of the 
work. Patients developed a greater recognition of the fact 
that personnel are individuals with their own needs and prob- 
lems to be considered. Under these pressures there emerged 
a more cohesive single group. 

Patients responded in various ways to this change in 
group structure. Bill showed a fairly typical reaction that 
is of particular interest. He began to help with the chores of 
cleaning. cooking. and dish-washing—something he had 
never done at the hospital. He took a rather fatherly atti- 
tude toward other patients, assisting in their care and en- 
couraging them to help as he did. He further identified with 
the staff by affecting some of their mannerisms and style of 
dress. This was a lasting change which, on his return to 
hospital, led him to join the maintenance crew and increase 
the scope of his productive work. Bill must have had this 
eagerness to assume responsibility long before his trip to 
the cottage. In retrospect it could be recalled that he had in 
many ways indirectly and timidly shown this desire to 
identify with the staff. but that apparently his efforts had 
been impeded by a traditional ward social structure with 
role distinctions and boundaries. 

The pressures to maintain this “staff-patient” type of 
structure may be partially justified or at least explained by 
the requirements of ward efficiency and the need of staff for 
aclear identity. A more cogent reason, however. may be the 
psychological need of staff to defend themselves against the 
anxiety aroused by the interpersonal closeness of patients’ 
identification efforts. Even psychotherapists of long ex- 
perience report that this can be sufficiently threatening to 
set in motion defensive operations in staff which serve to 
increase interpersonal distance. Nevertheless, the severely 
regressed patient must be offered every possible opportunity 
to develop the meaningful relationships that are so essen- 
tial to successful psychotherapy. 

For this reason, staff members, on return to the hospital, 
attempted to alter their approach to patients to encourage 
healthy identification and greater self-reliance. More activi. 
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ties were organized, such as ward trips and parties, in which 
patients and staff could do things together. For the first 
time. patients were allowed free access to the nursing office. 
They were given greater opportunity and responsibility for 
handling their personal belongings. and their aid was en- 
listed in solving the various ward problems which occurred 
from time to time. These tangible changes, though impor- 
tant in their own right, are significant primarily because they 
reflect the modifications in staff concepts and attitudes which 
resulted from the cottage experience. 

This project led us to the conclusion that certain patterns 
of patient-staff interaction had developed which tended to 
perpetuate the psychopathology of our patients. These pat- 
terns had kept some patients from having the maximal op- 
portunity to demonstrate and assess their capabilities. while 
other patients had been discouraged in their efforts to 
establish healthy identifications. The problems will vary 
from ward to ward or even from time to time on the same 
ward. but the point is that they are always with us: they 
are never solved once and for all. It is inevitable that anti- 
therapeutic patient-staff relationships will develop on any 
psychiatric ward. In this case it took a drastic environmental 
change to provide the opportunity for insight into some of 
these relationships. A sociodynamic study of other hospital 
units or even a diligent and critical examination of our own 
ward might have achieved the same end. In any event. we 
believe that if we hope to maintain and improve our treat- 
ment program, a continuing search must be made to dis- 
cover and correct the recurring antitherapeutic features of 
patient-staff_ relationships. 


Social Work Aides 

For the past three summers, the VA Hospital, Fort Lyon, 
| Colo., has been hiring social work students who have com- 
pleted their first year training in casework at an approved 
_ school of social work and been accepted for second year 
training. The students are employed as social work aides at 
|a salary one grade-level below the beginning salary of a 
| fully-qualified social worker. The primary purpose of this 
program is to attract students to a career in psychiatric 
social work with mental hospitals. Of the seven students 
_who have participated, two have entered employment in 
| psychiatric hospitals, one in a psychiatric clinic, and an- 
other in a general hospital. The remaining three are com- 

| pleting their second year of graduate training. 
Frank R. Dietrich, Chief, Social Work Service 
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brand of trifluoperazine 


- | REDUCES DELUSIONS 
AND HALLUCINATIONS 
IN “BACK-WARD” PATIENTS 


‘Stelazine’ 66is a highly potent psychopharmacologic agent, 
particularly effective for the control of delusions and hallucinations.9 9 


Feldman, P.E.: An Evaluation of Trifluoperazine in Chronic Schizophrenia, 
in Trifluoperazine, Clinical and Pharmacological Aspects, 
Philadelphia, Lea & Febiger, 1958, pp. 87-97. 


66 Beside the overall calming effect, there occurs the mitigation 
of psychotic traits such as delusional thoughts and complaints of 
hallucinatory experiences. ... 99 


Rudy, L.H.,; Rinaldi, F.; Costa, E.; Himwich, H.E.; Tuteur, W., 
and Glotzer, J.: Trifluoperazine in the Treatment of Psychotic Patients, 
Am. J. Psychiat. 115:364 (Oct.) 1958. 


Improvement 66was most striking in the fading of hallucinations, 
cessation of impulsiveness, an awakening of interest, a desire to 
take part in occupations and recreations of various kinds.9 9 


Madgwick, J.R.A.; McNeill, D.L.M.; Driver, M., and Preston, G.C.: 
‘Stelazine’ (Trifluoperazine), A Preliminary Report on a Clinical Trial, 
J. Ment. Sc. 104:1195 (Dec.) 1958. 


Available: Tablets, 1 mg., 2 mg., 5 mg. and 10 mg. 
Multiple dose vials, 10 cc. (2 mg./cc.) 
Concentrate, 10 mg./cc. (available to hospitals only) 


Smith Klin. & French Laboratories Ye leaders in psychopharmaeeutical research 
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Psychiatric Aide Career Problems 


ITH THE NATION-WIDE SHORTAGE of psychiatric 
the selection, retention, and training of 
psychiatric aides to assume some nursing duties becomes 
increasingly important to mental hospitals of all kinds. This 
is perhaps most true in our state hospitals with large patient 
populations and insufficient staff. The problems involved 
are the same from state to state—the intensity of each prob- 
lem area varies with local conditions. Some of the more 
pressing problems and suggested solutions for them are out- 
lined below. 


The Problem of Proper Screening 


Most states are faced with a high turnover in aide person- 
nel; therefore, recruitment is a continuous process. Usual!- 
the candidates from whom selection must be made are not 
highly motivated as to employment in psychiatric hospitals, 
nor is this condition likely to change in the foreseeable 
future. In states where civil service commissions exist, the 
problem is compounded by employment rosters. No adequate 
pre-employment test has been devised or has wide usage. 
The use of a review board to interview and select candidates 
is a useful technique because it allows for a more considered 
opinion that that of a single interviewer or employer. This 
is one of the more reliable techniques for selection. 


The Problem of Curriculum Development 


There is a tendency to envision the work role of the aide 
as working with the emotional problems of the patients on 
intensive treatment wards. This is an error and can lead to 
job confusion. When establishing a state-wide curriculum 
for training, the first step should be a survey of the nursing 
needs of all of the patients in the hospital system. The 
largest per cent of hospitalized patients are not on the so- 
called intensive units. In addition, many patients require 
much nursing care other than psychiatric. The large medical- 
surgical wards, infirmaries, geriatric units, wards for the 
severely mentally retarded, and the large nurseries give 
ample evidence that the skills developed through bedside 
nursing should be the foundation for aide training. With 
these skills. the aide can begin to identify with nursing and 
become sensitized to the nursing needs of patients. He can 
begin to reach out to patients through the process of givine 
nursing care, and in turn patients can reach out to him. With 
this orientation as a beginning base, the skills and concepts 
that are a part of psychiatric nursing can more readily be 
built into the aide training program and more easily assimi- 
lated by the student. 

Inservice education for attendants should have as its pri- 
mary purpose the preparation of the worker to give clinical 
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nursing care. This should be made clear to the aide early in 
the training program so that he does not misconstrue it as 
training for promotion. A basic program is necessary in each 
state hospital system to insure that minimal nursing needs 
of patients will be met. However, the program must he 
flexible to allow for enrichment and innovation at the local 
level. 


The Problem of Teaching Methodology 


Teaching wards, similar to those for affiliating nursing stu- 
dents, should be established. and instructors should have 
adequate preparation. There is some indication that psy- 
chiatric aides respond best to experiential teaching. This 
has not been widely used as yet. Nursing educators have 
depended primarily upon the formalized class used trad’- 
tionally in nursing education. The experiential technique 
has much promise and needs further exploration. In all aide 
education, care must be taken to insure that learning is no’ 
merely on a verbal level, that it is effectually transmitted, 
and that it is reflected in the attitudes and competencies of 
the attendant. 


The Problem of Integration 


We are struggling continuously with the problem of inte- 
grating the auxiliary nursing personnel with the professional 
nurse staff. The acquisition of general nursing skills early 
in the training program promotes communication and be- 
gins to develop a feeling of unity of effort. As the aide begins 
to feel secure on the nursing team he can more readily and 
willingly become a member of the psychiatric team. This will 
promote the identification with and acceptance of the treat- 
ment goals as valid. Joint educational programs for the aide 
and professional nurse can foster mutual respect as a result 
of sharing the same learning experiences. This must be done 
with discretion: otherwise there can be a stunting of the 
growth of the professional nurse or an exposing of the aide 
to frustrating experiences. For the most part. greater 
progress can be made by separate workshops, institutes. and 
inservice programs. The aide should be given support and en- 
couragement to develop the skills to carry on remotivation 
classes or any future techniques that may develop. so that 
he can begin to experience an enhanced self-worth. 


The Problem of Pre-Service Education 


Pre-service education for psychiatric aides is highly de- 
sirable. In developing this program, we might well look 
to the schools of practical nursing. At the present time. 
much thought is being given to the reorganization of this 
curriculum. With the inclusion of a strengthened growth and 
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development course, the integration of psychiatric nursing 
concepts into the curriculum, and the establishment of a 
psychiatric affiliation, we could have a worker well prepared 
at this level. This represents an economy over separate 
schools. The only addition to the faculty would be one psy- 
chiatric nurse instructor. Furthermore, the schools could 
expand their student bodies because they would have in- 
creased laboratory facilities. The costly and controversial 
process of securing separate aide licensure in all states 
would be eliminated-—yet this worker would have mobility 
from state to state. 


The Problem of Clinical Nursing Care 


The best way of insuring the development of good nursing 
in the aide is to have him work with competent practitioners 
of nursing. There is a vast difference between the nurse work- 
ing in a psychiatric setting and the psychiatric nurse. To 
develop psychiatric competencies and leadership potential 
in the professional nurse staff, an effective inservice program 
must be provided. With the security resulting from an 
ongoing program, creative nursing can develop. To insure 
continuing growth of staff members, nursing stipends should 
be provided for nurses desiring advanced preparation. 


The Problem of Administrative Organization 


The nursing administrative organization should be flexi- 
ble, provide opportunities for staff development, and en- 
courage and help staff to reach independence and self-direc- 
tion. Sufficient numbers of professional nurses should be on 
the staff to insure adequate clinical supervision. Authority 
should be decentralized so that the process of appropriate 
decision-making can occur at the action level. Another fac- 
tor in keeping the staff patient-centered is the proper re- 
classification and re-allocation of non-nursing duties now 
assigned to nursing. Unless this is done, much training is 
wasted. 


The Problem of Adequate Salary Scales 


To keep trained staff there must be an adequate financial 
return for on-the-job investment. In our society financial 
incentive has a high value attachment. Nursing needs to 
place value on clinical practice if we are to motivate person- 
nel toward direct patient care. Horizontal promotion should 
be developed for aides. This would help satisfy the human 
needs for status and recognition, and at the same time keep 
the emphasis on patient-centered activities. Concomitantly, it 
should minimize the competition with the professional nurse 
for the managerial role with its attendant disruptive overlay. 
Hopefully, this change of job focus would improve patient 
care. 


The Problem of Work Milieu 


There are many factors which are harassing in the work 
environment. The constant threat of curtailment of appro- 
priations and of budget cuts, the communication chaos of 
state bureaucracy, the power struggles of the respective 
disciplines, and the dearth of staff are some examples of 
this harassment. This stress has an adverse effect on the aide. 
The judicial use of the principles and concepts inherent in 
the disciplines of sociology, anthropology, and psychiatry 
could do much to make the work milieu healthy and produc- 
tive. 


USES OF THE PAST 


XII. A Precursor of Modern Hospital Treatment 


“It is a supreme moral duty and medical obligation to 
respect the insane individual as a person. It is especially 
necessary for the person who treats the mental patient to gain 
his confidence and trust. It is best, therefore, to be tactful 
and understanding and to try to lead the patient to the 
truth and to instill reason into him little by little, in a 
kind way. The attitude of the nurses and doctors must be 
authoritative and impressive, but at the same time pleasant 
and adapted to the impaired mind of the patient . . . General- 
ly, it is better to follow the patient’s inclinations and give 
him as many comforts as is advisable from a medical and 
practical standpoint.” 

These words were written by Vincenzo Chiarugi (1759- 
1820) whose work took place in Florence and its surround- 
ing region during the last part of the 18th century—a 
period of great social progress under the Grand Duke 
Leopold I. 

As part of this progress, the new Hospital of Bonifacio 
was opened in 1788. Entirely dedicated to the care and 
treatment of mental patients, it consisted of one large 
building for 125 patients from all social classes. In spite of 
his young age, Vincenzo Chiarugi, born in 1759 near Flo- 
rence, and graduated from the medical school of Pisa in 
1780, was put in charge of this hospital. 

In his “Regulations of the Hospital Bonifacio,” published 
in 1789, Chiarugi formulated a vast and mature program of 
hospital care and treatment, which largely anticipated the 
moral treatment of the 19th century: A physician was to be 
on duty at the hospital at all times. Physical force was not 
to be used on any patient under any circumstances, and tem- 
porary restriction methods were limited to the use of the 
strait jacket and strips of reinforced cotton cloth, which 
would not interfere with the patient’s blood circulation. Fi- 
nally, the hygienic conditions of the institution had to con- 
form to certain basic requirements, and special precautions 
were required in regard to furniture and other supplies in or- 
der to prevent injuries. 

On the basis of the experience gathered in his daily con- 
tact with patients at the Hospital Bonifacio, Chiarugi pub- 
lished his main work, a three-volume book, On Insanity, in 
1793-1794. In this work he emphasized the role of “pas- 
sions” in the psychological structure of the individual; he 
classified insanity in three major categories (melancholia, 
mania, and amentia) ; he divided causes of insanity as con- 
genital and acquired, predisposing and precipitating; he out- 
lined the principles leading to the diagnosis; and he indi- 
cated the basic criteria for a valid prognostic judgment. 
In addition, about one hundred case histories of patients 
hospitalized at Bonifacio were reported in the summary. 

Chiarugi’s work continued until his death in 1820, but 
unfortunately his reform was not followed by his successors, 
so that his name was soon forgotten. Today, two centuries 
from his birth, Chiarugi’s name can rightly be remembered 
as that of a precursor in the development of modern mental 


hospitals. 
George Mora, M.D. 
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THE WORTHING EXPERIMENT 


O* THE SOUTH Coast of England, 60 miles from Lon- 
don, a psychiatric experiment of unique significance 
is coming of age. 

It is the Worthing Experiment, geared to meet, by means 
of outpatient treatment on a massive scale, the twin prob- 
lems—drearily familiar to American  psychiatrists—of 
spiraling mental hospital admission rates and gross over- 
crowding. Ask its lean, grey-haired, medical director and 
originator, Doctor Joshua Carse, why the experiment was 
undertaken and he counters with a question: “Why have we 
taken so long in getting around to this more human approach 
to psychiatric practice?” 


Pilot Project a Success 


Now two and a half years underway, and no longer 
experimental in the strict sense of the word, the Worthing 
pilot project has, as the English say, “come off.” Among 
the reasons: 

1. It has reduced hospital admission rates by 75 per cent 
for short-stay “recoverable” patients, by about a third for 
more chronic patients. . 

2. It has subsequently, and naturally, reduced hospital 
overcrowding, as it set out to do. 

3. It has shown that for four out of five mentally ill 
patients in this West Sussex area, admission to mental hospi- 
tals is unnecessary and outpatient treatment can be “entirely 
effective,” in the view of psychiatrists who believe “the 
admission rate is less important than what you can do for 
the patient.” 

4. For the 160,000 widely different sorts of people who 
live hereabouts—professionals and businessmen. farmers. 
workers, retired folk—it has switched the focal point of 
psychiatric treatment from the hospital to the community. 
For them, the hospital has receded into the background; 
the psychiatrist is a doctor like any other who comes to see 
you in your home when you are sick; the mental hospital 
is a hospital like any other to which you go only under 
certain emergency conditions. 

It has done all this without calliag the mental hospital 
names, without saying it is an anachronism and obsolete. 
On the contrary, it has suggested that the mental hospital 
may have been carrying an unfair burden by being com- 
pelled to treat all types of patients without discrimination. 
(“Our respect for it has increased,” says Dr. Carse.) 

Headquarters of the experiment is a grandly Victorian 
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mansion, called “The Acre,” situated on Boundary Road in 
this seacoast resort. A visitor (and there are so many 
visitors these days that the staff feels there’s trouble getting 
the work done) has no trouble finding his way here after 
an hour and a half’s train ride from London. Any taxi 
driver at the Central Worthing station knows the way. But 
if such a visitor is anxious to observe new treatment tech- 
niques or therapies—to see something new—he will be dis- 
appointed. For this fine, big-gabled and multi-cupola‘d 
house, fronted by lovely formal gardens with clipped hedges, 
brightly blooming flowers, and flowing streams, is simply 
the administrative center of things. True, it is also a day- 
hospital (with 20 beds used for rest or recovery from electro- 
shock therapy) and on any day there are from 15 to 30 men 
and women (but mostly women) patients in the occupational 
therapy rooms, or working about the place, or in the former 
bed and sitting rooms now used for individual or group 
therapy. Sut the bulk of the patients—and so the bulk of 
the experiment—is outside The Acre, in the community 
which extends about 9 miles eastward, 9 miles westward, and 
8 miles inland. 


Over lunch, or tea, Dr. Carse and his small staff (two 
full-time and two half-time psychiatrists, a psychiatric 
social worker, an occupational therapist, four nurses, two 
orderlies and a medical secretary) explain their project. 
provide the facts and figures, and give the history with all 
the enthusiasm of any good scientists engaged in an impor- 
tant research project. 


Statistics Compare With Those in U. S. 


In Britain, of course, medical care, including psychiatric 
care (except for long-term psychoanalysis) is prepaid under 
the National Health Service. And in Britain, as in our own 
country, mental hospitals are overcrowded. The figures look 
lower, but are comparable, for the general population is 
about one-third of ours: In 1950, there were 55,856 new ad- 
missions in England and Wales; by 1957, there were 88.- 
943 and there were 14,402 too many hospitalized patients. 
At Graylingwell Hospital, where Dr. Carse is also medical 
superintendent, there were 735 admissions in 1950; by 1956, 
the last year the hospital was run on traditional lines, there 
were 1,345, and the increasing number of older patients 
coming in each year was foreboding. 

Under the National Health Service. the South West Metro- 
politan Regional Hospital Board (one of 14 national 
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regional boards) is responsible for hospital services of a 
very large region which includes the “catchment area” of 
Graylingwell. Progressive, and very much interested in the 
special needs of psychiatry, the Regional Board was greatly 
concerned with mental hospital overcrowding and the prob- 
lems it created. (“It is compelled to be concerned,” explains 
Dr. Carse, “‘it just so happens that the number of psychiatric 
beds in this region is far greater than the number of general 
hospital beds.”) But it was impractical to build new hospi- 
tals—there was the familiar lack of money and prospective 
staff. Was there a possibility of solving its problems with 
increased outpatient treatment? 

In April. 1955, a small group went to Holland to study 
the Amsterdam Plan* and its great emphasis on outpatients. 
This visit reinforced the Regional Hospital Board’s opinion 
that more outpatient and domiciliary (in the individual 
patient's home) treatment should be provided; it approved 
the setting-up of an experimental outpatient service by 
Graylingwell. 

The Worthing District Mental Health Service, first of its 
kind in the world; was launched on January 1, 1957, with 
the financial help of the Nuffield Provincial Hospitals Trust. 
When it completed its first two years last December, it was 
continued for a further two years. Organized differently 
than the Amsterdam plan (where, Dr. Carse explains, empha- 
sis is placed on outpatient care which ascertains the condi- 
tion of the patient outside the hospital and then transfers 
him to the hospital if necessary), it aims to keep the patient 
out of the hospital completely. There are three parts to the 
experiment: 

First. there is a domiciliary service, in which patients 
are visited in their own homes, with a view to their being 
treated either entirely at home or as outpatients in outpatient 
clinics. Sometimes patients are visited at home initially, 
and then transferred to clinics; often a series of home visits 
is necessary. There were 523 new and 1663 subsequent 
domiciliary visits in 1957, and 554 new and 1965 subse- 
quent visits in 1958. No fee was charged for these visits. 

Second. there is an outpatient clinic at Worthing General 
Hospital in the town of Worthing, where patients are seen 
as they are in psychiatric clinics attached to general hospi- 
tals in the United States. Since this clinic is part of the 
experiment. it is staffed by Worthing personnel. In 1957, 
481 patients were seen at the clinic; in 1958, 411. 

Third. there is The Acre, a day-hospital and treatment 
center as different from the ordinary image of a mental 
hospital as it could possibly be. Here there are no big 
groups, but a constant flow of patients—374 in 1957, 288 
in 1958. Psychotherapy is a major form of treatment, and 
every patient has it in one form or another. Besides indi- 
vidual and group psychotherapy, patients are given chemo- 
therapy, short courses of electroshock (an average of 4.9 
treatments), or modified insulin shock therapy, according 
to their individual needs. All take part in occupational 
therapy programs (with special attention paid to physical 
well-being) in the main house, the gymnasium and game 
room which were once a coach house, the workshop above 
the garage. or just about the grounds in the gardens and 
orchard. Breakfast and lunch are served, and those who 


*See MENTAL Hospitas, May 1959, pp. 18-19 


stay all day have tea. “We are terribly flexible,” says one 
staff member, “and we must seem very informal. But I 
think we are very close to practicing a sort of ideal indi- 
vidual psychiatry.” 

Parent hospital to the whole experiment is Graylingwell, 
20 miles away in Chichester. This is a mental hospital as 
modern as almost any in England, and it receives those 
patients who cannot be handled in the community, and 
treats them as inpatients. Summersdale Hospital, the non- 
statutory section of Graylingwell for short-stay patients, has 
been most affected by the new scheme of things. In 1957 
and °58 its admissions fell by 76.1 per cent and 92.1 per cent 
respectively. 


Family Doctor Is Key Figure 


There are in Great Britain many examples of each of 
these services, but only in Worthing are they all integrated 
to keep the patient out of the mental hospital and treat 
him effectively, according to his needs. Except for a few 
who are referred by the magistrate’s court, patients must be 
referred to the experiment by their family doctors. The 
psychiatrists in charge feel that in an outpatient service 
like theirs, the role of the family doctor has changed, and 
without his continuing cooperation, they will fail. 

The family doctor used to refer his patient either to the 
Worthing Hospital outpatient clinic, or for immediate ad- 
mission to Graylingwell. Then, apart from an initial psychi- 
atric report, he usually lost all contact with this patient 
until a discharge report arrived. Today, the patient remains 
in the community, under the family doctor's care. This 
doctor does not lose sight of any patient for a long period. 
He is able to observe response to treatment and to give sup- 
port, encouragement, and reassurance. He recognizes the 
need for treatment, initiates treatment, and helps decide what 
sort of treatment a patient should have. The relationship 
between family doctor and psychiatrist is much more per- 
sonal. They meet at the patient’s home, or at the day- 
hospital. They are no longer just names on letterheads or 
voices over the telephone. 

There is no formidable machinery for admission to the 
experiment. If a patient cannot be seen at the clinic, he 
can go right away to The Acre. There is no waiting list 
there. But the area served by the Worthing service has been 
“sealed off psychiatrically”; no patient can be admitted to 
Graylingwell without first being screened by the experiment 
psychiatrists. They have come to feel that only a patient 
meeting certain requirements can be successfully treated 
outside the hospital: 

1. He must, first, be fully cooperative, willing to accept 
recommended treatment and to keep appointments. 

2. He must come from a “favorable home background” ; 
his relatives and friends must be sympathetic, willing to 
work with the doctors and accept a certain amount of re- 
sponsibility. Since they are always assured they will not 
be exposed to unreasonable pressure and strain, most fami- 
lies are willing to try at least to help in the patients’ treat- 
ment. 

3. He must be a “reasonable risk.” Dangerous and anti- 
social or seriously suicidal patients. or patients whose physi- 
cal condition is very frail are judged poor risks. When there 
is real doubt, inpatient treatment is recommended. Each 
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patient has a thorough physical examination and compre- 
hensive laboratory tests before treatment begins. 

4. He must be able to benefit from outpatient treatment. 
If he needs deep insulin shock therapy, for instance, or pre- 
frontal leucotomy, he is admitted to Graylingweil. 

The Worthing service has come to be accepted as one of 
the health services of this district. Experiment psychiatrists 
see an average of slightly more than 100 new cases each 
month, and send only 20 per cent of them to the hospital. 
They are, then, treating four out of every five patients in 
the community. Their clinical results, they feel, are good, 
and “do not fall short of those obtained in the hospital.” 
By and large, families cooperate with them. And most 
patients prefer staying out of the hospital. 


Home Is Patient’s Natural Setting 


In fact, psychiatrists in the experiment have come to 
believe theirs is the only way to practice psychiatry. Dr. 
Carse, who for 30 years had preached to the public the im- 
portance of hospital care and early hospital admission as 
the only way of dealing with mental illness, explains: “In 
the very early days of the Worthing Experiment I learned, 
somewhat to my consternation, that the man or woman | 
saw in the hospital bore little resemblance to that same man 
or woman at home. At home, even though he was a sick 
man, he retained his identity and sense of belonging; he 
was with his family and he felt secure because he was still 
in the community which he knew and which he understood. 
In the hospital, the patient is an enforced member of a group 
living in an entirely artificiai environment bearing no re- 
semblance to anything approaching ordinary home life, 
but where everything is strange and frightening. . . . I can- 
not believe that it is helpful in treatment for our patients 
to be compelled to live as members of a large group of 
strangers all of whom are sick people, to be completely 
deprived of privacy and to have to submit to the segregation 
of the sexes. 7 

“An experiment psychiatrist.” Dr. Carse continues, “who 
visits a patient in his own home sees him in his natural 
setting, and not in the artificial environment of a consulting 
room, let alone that of a busy outpatient clinic or large 
hospital. He sees for himself the conditions under which he 
lives; he meets his family, he learns about his social back- 
ground, his work and interests. Often he observes that un- 
satisfactory interpersonal relations with other family mem- 
bers are resulting in his patient’s depression, tension, or 
neurotic symptoms. Or that the patient is in the wrong job, 
overloaded with work, and under stress and strain. Or that 
he is quarreling with his neighbors or trying unsuccessfully 
to keep up with them.” 

The patient's illness solves his problem temporarily, in a 
morbid, unhealthy way. But his doctor does<not have to 
yank him out of family, hospitalize him, and then send him 
back to face his identical problems. By treating the patient 
at home, experiment psychiatrists feel, they can help him 
sort out his difficulties on a more adult level, face up to his 
problems, and make a more effective adjustment. They find 
that he is usually pleased he has not had to “haul down the 
flag and leave home and work” and they have not encour- 
aged him to surrender completely to his illness. 

They point out that they cannot, of course, control the 
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patient who is never divorced from his family and back. 
ground, and that they often begin with a patient and end up 
with a complete social unit. Their work is hard and pains- 
taking, but they feel it offers a challenge and a new adapta- 
tion to their work, and that they are providing what the 
public needs and wants. At first they were afraid their 
service might snowball, and that they would be overwhelmed 
by patients they could not handle. This has not happened; 
the present case load is evidently meeting community needs, 

With characteristic British understatement, the experi- 
ment psychiatrists say that Worthing is “fortunate” to be 
an area which enjoys good public relations so far as psychi- 
atry is concerned, and which has general practioners who 
give them full cooperation. A service like theirs could suc- 
ceed only in a place where there is an enlightened public 
unafraid of psychiatric illness and willing to seek treatment 
promptly. But a good deal of blood, sweat. tears. and pre- 
paratory work was done in the past decade to ensure just 
such public support. As Graylingwell’s medical superintend- 
ent, Dr. Carse gave frequent mental health talks and lec- 
tures to different groups of people. The 96 general prac- 
titioners in the area (86 of them have now referred two or 
more patients to the experiment) were invited to psychiatric 
meetings at Graylingwell and Worthing Hospitals. More- 
over. just before the experiment began in November 1956, 
Dr. Carse held two meetings with them to explain its aims. 
During its first two years, seven more meetings were held. 


Women and Older Patients Predominate 


A total of 2631 cases—2509 new and 122 follow-up— 
were seen in the first two years of the experiment. There 
were more women (1755) than men (876), for no apparent 
reason except that as in the United States, women seek 
medical care more readily than do men, and that Worthing 
has a very high proportion of older residents. 

In fact. Worthing. with its pleasant coastal climate. has the 
highest proportion of residents 65 years of age and over of 
any town in England and Wales. So it is not surprising 
that a quarter of the experiment patients are in the older 
age groups which are of increasing concern to psychiatrists 
the world over. 

In 1957 and 1958 there were 1907 patients under 65 
treated by the experiment, and 724 over 65. “Elderly” (not 
“senile”) patients of 65 to 74 benefit more than do “aged” 
patients (75 and above). There has been a reduction of 
52.3 per cent in the number of elderly patients. and 27.1 
per cent in the number of aged patients, who must be hospi- 
talized. The commonest psychiatric illness among the elder- 
ly is depression, and some cases respond well to outpatient 
treatment. But the greatest proportion of aged patients suffer 
from varying degrees of demential or gross confusional states 
or even severe senile delusional states. By the time the 
service is called in, the family has often done its best and 
is under too great a strain; the patient must be hospitalized. 

Patients with all sorts of psychiatric disorders. who might 
formerly have been short-stay, recoverable hospital patients. 
are now seen as outpatients. Has this resulted in sending 
long-term patients with poor prognoses and increasing num- 
bers of senile patients to the hospital? The experiment 
psychiatrists do not think so; they see no evidence that the 
outpatient treatment service has adversely affected Grayling- 
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well. Only 10 per cent of the 1957 admissions were still 
on the books at the end of 1958. And the total number of 
inpatient days is getting very much smaller each year. 

And the cost of all this? A comparison of the cost per 
patient in Graylingwell Hospital and the cost per patient 
in the Worthing Experiment indicates that it costs the 
Regional Board about twenty times as much to treat a Gray- 
lingwell patient as it does to treat a patient under the 
Worthing plan. 

Actually, the service would cost the taxpayer a little more 
than it does the Regional Board. In the hospital, drugs are 
dispensed from the hospital pharmacy, but in the Worthing 
Service, National Health Service prescriptions are used, and 
the amount might properly be included 


shown serious signs of becoming inadequate even for this 
kind of psychiatry. . . . Then again it is possible that I had 
spent so many years working in a hospital that I had become 
accustomed to its inevitable defects and not noticed the 
effect these were having on the human beings who had to 
submit to them.” 

If he and his colleagues are on the right track, there may 
be a solution in the offing to some of the awesome problems 
of the mental hospital: a modern “parent” hospital with 
satellite outpatient services, which ensure that only those 
patients who really need to be in the hospital are sent there. 
The age of the “asylum” will then really be ended, in more 
ways than one. 
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in the outpatient cost. One other item 
should be added to the cost of the out- 
patient service to make it complete and 
realistic. This is the money required to 
pay for the Hospital Car Service, with- 
out which Dr. Carse says the experiment 
could not work. 

Here it must be mentioned that all the 
extra work entailed in visiting patients 
in their homes has been done without 
payment (although specialists are nor- 
mally paid for home visits under the 
National Health Service) for the dura- 
tion of the two-year experiment. Says 
Dr. Carse: “This is because the experi- 
ment is essentially a research project. . .. 
The recovery of fees, however, will not 
jeopardize the scheme financially. While 
practically all the first domiciliary visits 
would qualify for payment, it is quite 
unlikely that any of the subsequent visits 
would warrant payment. In addition, it 
should be remembered that no specialist 
can receive fees for more than 200 visits 
in any one year. 


Experiment Copied 

Whether the Worthing Experiment 
will eventually save the Regional Board 
money remains to be seen. Meanwhile, 
there is no doubt that it is a success, and 
that it has paid off in many ways. The 
experiment psychiatrists are proceeding 
firmly and cautiously with their work. 
Scores of visitors, including many from 
the United States, are eying the experi- 
ment rather wistfully. New schemes 
modeled after it are mushrooming all 
over England; there are rumors that one 
is being considered in the U. S. There is 
a gold mine of research material accu- 
mulating for the psychiatrist. 

Says Dr. Carse: “Possibly I might 
have continued believing that admission 
to a psychiatric hospital as promptly 
as possible was the best thing for the 
mental patient, if the very machinery 


in which I had been confident had not 


“incontinent wards... 
free odor” 


erifil tablets 


A new study’ of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DeriFIL Tablets, “...fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “‘...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....’” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeRiFIL Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 


Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 


MOUNT VERNON, NEW YORK 
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e revitalizes depressed patients| 
e relieves pain in angina pectoris 
e lessens fatigue, aching, 
stiffness in rheumatoid arthritis 


HOW TO USE CATRON: ecatron nydrochloride is a monoamine 
oxidase (MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who have not 
responded to the milder drugs. 


ADMINISTRATION AND DOSAGE Dosage of catron must be in 
dividualized according to each patient’s response. The initial daily 
dose should not exceed 12 mg. and should be reduced as soon as 
the desired clinical effect is obtained. In severe depressions some 
clinicians desire rapid results and begin treatment with 24 mg. 
daily; this dosage should not be continued for more than a few 
days. A single daily dose in the morning is recommended. A con- 
tinuous or interrupted schedule may be used, the latter during 
the maintenance period. 


Depression (Endogenous, Reactive, Postpartum, Involutional and 
Depression Secondary to Schizophrenic or Neurotic Reaction): 
initially, 12 mg. once daily for approximately 2 weeks, or less if 
improvement appears. Dosage is then reduced to 6 mg. daily. As 
improvement continues, maintenance dosage of 6 mg. every other 
day or of 3 mg. daily often proves satisfactory. An interrupted dos- 
age schedule is recommended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of pain 
and elevation of mood may be dramatic. Victims of angina pectoris 
who respond in this manner should be cautioned against overex 
ertion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in severely disabling 
forms, particularly when accompanied by depression): 9 to 12 mg 
daily for 3 days, then 6 mg. daily, reducing further to 3 mg. daily 
on signs of improvement. If a conventional antiarthritic agent is 
used, lower doses of each are indicated. 


CAUTION: certain circumstances should be watched carefully when 
uSiNg CATRON. 


DRUG POTENTIATION—The list of drugs which catron potentiates 
is not yet complete. catron should not be used concomitantly 
with any other drug unless, (a) it has been ascertained that the 
two drugs bear no qualitative relationship, or (b) potentiating action 
is being sought, as may be the case with tranquilizing drugs, includ 
ing reserpine and the phenothiazines, and with the amphetamines, 
barbiturates and hypotensive agents. 


HYPOTENSIVE EFFECT—AI/ normotensive. patients receiving cATRON, 
but especially elderly patients, should be warned about the possi- 
bility of orthostatic hypotension during the initial period of higher 
dosage. In the few instances where this may occur, lowering of the 
dose will usually permit continuation of therapy. 


COLOR vision —A reversible red-green color defect has been reported 
in a few patients, chiefly hypertensives, on extended therapy with 
caTtron. Discontinue the drug if such changes occur. 


For detailed information, request brochure No. 19, CATRON 
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Work Therapy 
For Epileptices 


By ROGER G. OSTERHELD, M.D. 
Superintendent, Monson State Hospital 
Palmer, Massachusetts 


Pees THE SUPERVISION of the director of nurses at 
Monson State Hospital, a two-year work therapy 
training course is enabling a number of epileptics. hitherto 
unable to gain employment, to obtain 
regular jobs in nursing homes and other 
hospitals in the state system as attendant 
aides. 

This course was started five years 
ago, when it seemed that the hospital 
had no program which might lead to a 
successful future for these patients. Be- 
cause of their severe and frequent seiz- 
ures, they had been excluded from 
school, and had little opportunity to ob- 
tain work in the community as adults. 

By the time they were admitted to the 
hospital, these recurring frustrations 
had built up resentment which expressed 
itself in self-pity, irritability, and hos- 
tility, which, in most cases, was mani- 
fested by a destructive type of aggres- 
sion. This anxiety, fear, and anger in 
turn caused emotional tensions, resulting 
in an increased number of seizures. 

The first training period was started 
in 1954 with a group of twenty young 
adult patients. The curriculum consists 
of training first in personal hygiene. 
then in housekeeping and the care of 
patients. The trainees are encouraged to 
feel that, despite their seizures, they can 
be of value to others as well as to them- 
selves. Once they realize that their work 
in helping to care for the hundreds of 
cerebral palsied and geriatric patients is 
useful, their attitudes change according- | 
ly. They wear a distinctive uniform for 
work and are permitted to go downtown 
in pairs when off duty; there has never 
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ment and continue their work as attendant aides, on a 40- 
hour a week basis. 

Last year a bill was introduced into the Massachusetts 
State Legislature seeking permission to pay this group at 
the rate of one dollar a day for an eight-hour day. (This 
stipend is needed as a therapeutic measure, and the request 
was made so that the epileptic patients could feel that society 
was accepting their contribution and that it had a value in 
terms of dollars.) The bill did not pass, but a similar bill 
has been introduced this year. 

The small amount requested would give these attendant 
aides decent recognition for their work and assure them that 
their contribution to their fellow man has genuine value 


ANOTHER PROVEN SUCCESS! 


Karoll’s never present a product for your 


consideration, without first consulting experts 
in the field about its practical requirements — 
and then—only after it’s been tested, tried and true! 


Super Cloth PANTS, SHIRTS 


No. 2110 and No. 2160 


No. 2120 and No. 2170 


No. 2100 and No. 2150 
Men’s and boy's 


SuperCloth pants 
(101% ounce) and 
shirts (514 ounce) 
in wonderful solid 
colors and pat- 
terns now replac- 


ing old-fashioned 


been a single instance of any of these 
patients causing difficulty in the hospital 
or the community. 

New classes are started every year. 
and at the end of the two-year period 
the trainees are presented Certificates of 
Completion awarded at a public exercise 
attended by their friends and relatives. 
Those well enough then seek work out- 
side the hospital. 

Those who cannot work in the com- 
munity because of their continued symp- 
toms make an excellent hospital adjust- 


denims, etc. in most leading mental in- 
stitutions throughout the country. Wash- 
able, wear like iron—mercerized and san- 
forized. Double-needle lock-stitched and 
bar-tacked at all stress points. Best uppar- 
el of its kind we know of — anywhere! 


Write, wire, phone ANdover 3-0600 Now for fu further details 


INSTITUTIONAL DIVISION 


Conadian Distribvters: SIMPSON’S, 45 Richmond Street, West, Teronte 1; Caneda 
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In the acute alcoholic state 
SPARINE alleviates nausea 
and vomiting, agitation 
and tremulousness. 


As an aid in the j 
management of chronic 
alcoholism, SPARINE reduces 
or eliminates apprehension, 
agitation and tension; 
contributes toward improved 
patient cooperation 

and abstinence. 


Comprehensive literature 
supplied on request ) 
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Philadelphia 1, Pa. 


HYDROCHLORIDE Promazine Hydrochloride, Wyeth 


q 
INJECTION TABLETS SYRUP 
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1959 Mental Hospital Service 


Each year the Award applications seem to fall into a spe- 
cial kind of pattern—and this year the emphasis seems to 
have been on youth. Two new young superintendents, whose 
enthusiasm has swept away the bad heritage of the past and 
whose careful planning is establishing a therapeutic program 
for the present and future, receive recognition for their 
hospitals. The third recognition, going to a second hos- 
pital in the same state as the one which won the Award, is 
for a program so modest in its beginnings that only the 
dedicated staff which developed it believed that it would ever 


become a truly national program. 


The Birth of a Real Hospital 


The Award goes to Somerset State Hospital, Pennsylvania, 
which only a year ago, was a politically-dominated, custodial 
institution. There was only one elderly physician, retired 
from general practice, to look after 800 patients. Most of 
the time the business manager of the hospital doubled as its 
acting superintendent. Not unnaturally, the hospital found 
it impossible to recruit professional staff. There was no 
psychiatrist, no psychologist, no director of nurses, no dieti- 
tian, no pharmacist, and no laboratory technician. 

In March, 1958, Dr. Gerald R. Clark was appointed as 
acting superintendent, and with Dr. Homer F. Ray, Jr., who 
has now succeeded him, set out to establish personnel poli- 
cies, an organized nursing department. inter-departmental 
communication, and a planned recruiting program for psy- 
chiatrists and other professional staff. 

To attract physicians, salaries above the minimum and 
working titles of Assistant Superintendent and Clinical 
Director were offered, with freedom to develop a program. 
As a result, two psychiatrists were recruited, and a physician 
starting practice in the community supplemented the medical 
services. Other local specialists were paid for part-time 
service. Finally, a director and assistant director of nurses 
came, with several staff nurses, and the professional staff was 
also increased by a fully qualified clinical psychologist, a 
dietitian, two social workers, a recreational therapist, a 
part-time pharmacist. and a laboratory technician. 

This enthusiastic group of people has established a dy- 
namic program in a remarkably short period. Patient serv- 
ices, both professional and physical, have been greatly im- 
proved. Patients have been reclassified according to their 
needs. Diagnostic and disposition staff meetings are held 
regularly. Where possible, physicians make ward rounds and 
changes in medication in the morning. (Since most patients 
do well on medication given only twice a day, much nurs- 
ing time is saved, and because a large tablet costs less than 
several small tablets, the drug bill is reduced by thousands 
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Achievement Awards 


of dollars each year.) Follow-up services were started, and 
a clinic has been established at Uniontown, about 40 miles 
away, in cooperation with the health department and com- 
munity hospitals. 

Community relations have improved too. Civic and church 
groups are encouraged to visit, and so are patients’ relatives. 
The hospital staff gives time to professional and civic organ- 
izations, and a limited amount of diagnostic and consultative 
service is provided for community agencies. The hospital 
participates actively in the local civil defense program. 

Admissions have increased, and so have discharges. The 
patient population is beginning to decrease. Patients are 
allowed greater freedom and responsibility. Doors to all 
buildings, which, a year ago, were marked “Keep locked at 
all times,” are now open and unattended during the daytime. 
Employees and patients are proud of their increasingly 
“open” hospital and the progress made during the past year. 


Two Tie for Honorable Mention 


Another Pennsylvania hospital is recognized this year 
by an Honorable Mention Certificate. About two years ago 
Philadelphia State Hospital (Superintendent, Eugene Sielke, 
M.D.) started a modest program called “Remotivation,” in 
which psychiatric aides conduct objective group discus- 
sion meetings with regressed patients, to talk about such 
things as current events, natural history, geography, and 
other interesting topics. Today, Remotivation programs are 
established in over a hundred other mental hospitals, main- 
ly through the training courses given by Remotivation Train- 
ing Teams from the parent institution. Remotivation is con- 
sidered an excellent example of applied research done by 
ward personnel, and is focused on a hitherto neglected aspect 
of the patient’s life—his dailv living situation. 

Eastern State Hospital at Vinita, Oklahoma, also receives 
an Honorable Mention Certificate. This recognition, too, is 
for an over-all hospital reorganization, which, despite an 
only nominal per diem increase, led to an efficient, clinically- 
centered program. Numerous modifications have been made 
to the physical plant to correlate with the new clinical con- 
cepts, but the only completely new structures are a modern 
dining room and a kitchen plant. 

Two particular points of pride in the clinical program 
are an outstandingly good department of neurosurgery and 
the industrial and vocational therapy program. 

Dr. P. L. Hays, the superintendent, pays particular tribute 
to the non-clinical department heads, who cooperated closely 
with new professional staff members in the over-all goal 
of better care and treatment. These non-clinical depart- 
ments, Dr. Hays adds, were already strong and efficient. 
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Ninety per cent of the people who took part in the Pilot 
Group meetings, which were a feature of the Eleventh Mental 
Hospital Institute, held in Buffalo, October 19 through 22, 
expressed enthusiastic endorsement of working in small dis- 
cussion groups, although many felt that the groups of eight 
or ten people were too small for maximum productivity. 
Commented one individual about the exchange of ideas 
which took place in these small groups, “This is what hap- 
pens behind the scenes in most good meetings.” Another, in 
spite of the fact that he hopes small groups will be a feature 
of future Institutes, wrote “This year I felt walled off from 
the main conerence . . . pilot group members need the new 
information that comes from presentations by ‘experts’ in 
larger groups.” 

A hand count taken on the last morning of the Institute 
found nobody voting to take part in any group larger than 
one hundred people. A large majority expressed preference 
for a group of between 15 and 30 people, although the dis- 
cussion leaders themselves, at a caucus held the previous 
evening. had voted for groups of no more than 15 people. 

The discussions of the 300 people who stayed in the main 
group were lively and had been planned to be more diversi- 
fied than had the single topic for the smaller groups. De- 
spite this diversification, almost exactly half of these “main 
group” people stated that they did not like having a main 
theme—this year. of course, the problems of the aging. The 
other half expressed satisfaction with the idea of an over-all 
topic, although opinions were voiced that even with an over- 
all or major topic, the program committee should attempt to 
structure discussions around specific aspects to facilitate ex- 
change of ideas. 


Eleventh Mental Hospital Institute Highlights 


These various points of view will be sifted and evaluated 
by the Twelfth Mental Hospital Institute Program Commit- 
tee at its second meeting, which is to be held late in the fall 
at the A.P.A. Central Office in Washington, D. C. During 
the first meeting, held in Buffalo, it was decided that one 
important theme should be community psychiatry in all its 
various aspects. After the fall meeting, a further announce- 
ment will be made. The Chairman of the Committee is Dr. 
William S. Hall, South Carolina, with Dr. James E. Gilbert, 
South Dakota, Dr. Alfred Stanton, Mass., Dr. John Lambert, 
N. Y., and Mr. James Hodges, Mich., as members. 

The Academic Lecture, “Economics, Ethics and Mental 
Illness” was delivered by the Hon. James E. Fogarty, (R. I.) 
immediately following the annual dinner on Tuesday eve- 
ning. 

Despite the enthusiasm expressed about the new format 
of the Institute, participants plainly enjoyed getting to- 
gether again on the last afternoon for the lively psychiatry 
vis-a-vis press panel discussion, which was chaired by Dr. 
Mathew Ross, the A.P.A. Medical Director. During the 
second half of the program, Mr. Robert L. Robinson of 
the A.P.A. Central Office took over the chairmanship and 
invited questions from the floor. 

The total official registration for the Eleventh Institute 
was 430, the majority of whom were superintendents and 
clinical directors. A large number of business managers, 
many nurses and a good sprinkling of volunteer directors 
and coordinators were also in evidence, and helped add 
depth and perspective to the discussions. Social workers, 


psychologists and other disciplines were also represented in 
smaller proportions. 


Dr. Mathew Ross, A.P.A. Medical Di- | 
rector, presents the 1959 Mental Hos- 
pital Service Achievement Awards, L. 
to R. are: Dr. Ross; Dr. Eugene Sielke, 
Superintendent of the Philadelphia 
State Hospital, which won an Honor- | 
able Mention Certificate; Dr. John E. 
Davis, Commissioner of Mental Health 
for the State of Pennsylvania, who ac- 
cepted the Achievement Award plaque | - 
which was won this year by Somerset | 
State Hospital, Pa.; and Dr. P. L. Hays, | 
Superintendent of Eastern State Hos- 
pital, Vinita, Oklahoma, which re- 
ceived the other Honorable Mention 
Certificate. 
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NEW ENGINEERED FREEDOM WITH RESTRAINT 


TRUSCON 
DETENTION 
WINDOWS 


, REPUBLIC STEEL 


TRUSCON DIVISION 


C.D Youngstown 1, Ohio 


NAMES YOU CAN BUILD ON 


Truscon Psychiatric Detention Windows 
are engineered to meet your needs, built 
to your specifications. Handsome, cheer- 
ful, completely effective. 

Truscon Windows are apartment-designed 
to provide large total areas of glass and 
ventilation for maximum sunlight and fresh 
air. Yet, carefully designed to protect 
patients against self-injury and to prevent 
escape. Every indication of enforced 
restraint is concealed. Degree of restraint 
is controlled by authorized personnel. 

Truscon will build the window you want 
to your individual requirements. Truscon 
engineers work out design and installation 
details. Call your Truscon representative, 
or send coupon. 


REPUBLIC STEEL CORPORATION 

TRUSCON DIVISION 

DEPT. C-8469 

1112 ALBERT STREET » YOUNGSTOWN 1, OHIO 
Please send catalog of specifications and details for 
Truscon Steel Detention and Psychiatric Windows. 
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Rollman Receiving Hospital 


A PART OF Ohio’s general improvement plan for the 
care of the mentally ill. Rollman Receiving Hospital 
and State Institute of Psychiatry in Cincinnati expects to 
complete a new treatment and training unit December 31. 
1959. The addition of the Institute building to existing fa- 
cilities will enable the hospital to care for 50 more patients 
and to expand its present psychiatric training program to 
include three-year residencies in psychiatry. 

Rol!man was opened in January, 1955, by Dr. C. O. Ran- 
ger. the present managing officer, as an intensive, short-term 
treatment center for patients in the early stages of mental 
illness. Since that time it has been operating with a bed 
capacity of 100 patients in a remodeled building which 
was once an orphans home. The hospital serves the city of 
Cincinnati and four surrounding counties. 

In October. 1955, Rollman was designated by the Ohio 
Legislature as one of three receiving hospitals in the state to 
develop training programs for all types of psychiatric per- 
sonnel. Two years later, training for psychiatric nurses, 
aides. and social workers was begun, but the shortage of 
space available for the program limited its expansion. How- 
ever. when the new unit is put into full operation in July. 


Constructs New Institute 


1960. and the psychiatric residents arrive. the hospital will 
be able to fulfill its designated function. 

In addition, a major goal will have been reached in Ohio's 
drive to provide better facilities for the mentally ill. more 
personne! to care for them, and more comprehensive psy- 
chiatric training programs. Since the state’s concerted ef- 
fort began four years ago, it has achieved: 1. The establish- 
ment of a Bureau of Psychiatric Training and Research with 
three supporting Institutes, within the Ohio Division of 
Mental Hygiene. 2. The provision of additional care-taking 
personnel needed to give patients more individual attention. 
3. The partial completion of a $75 million building program 
which includes some 20 new units. 10 of which have been 
completed. A $150 million bond issue approved by Ohio vot- 
ers was the financial nucleus of this portion of the program. 


The Hospital Today 


Rollman’s current facilities for treatment and training are 
all located in one four-floor building. The ground floor con- 
tains the business offices, X-ray room, pharmacy, E.E.G. and 
clinical laboratories, kitchen, and cafeteria. The first floor 
is occupied by the various administrative offices for the 
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superintendent, assistant superintendent, admissions officer, 
nursing officer, the psychology department, social service 
department, and the medical records office. It also contains 
a nurses’ classroom, a conference room, and the ancillary 
therapies section. A men’s ward with a capacity of 50 beds 
is on the second floor and a women’s ward of the same ca- 
pacity is on the third floor. 

The Rollman medical staff is comprised of eight full-time 
psychiatrists, one full-time and two consulting internists, and 
twenty-nine medical and surgical consultants from various 
specialties. Members of the Department of Psychiatry of 
the Medical School of the University of Cincinnati also serve 
on the part-time staff in the teaching program for resident 
physicians. 


The Treatment Program 


Services rendered to patients at Rollman often begin be- 
fore they actually become patients. The social worker as- 
signed to the pre-admission service interviews all persons 
inquiring about entering the hospital. She explains to rela- 
tives, prospective patients, or other interested people the 
various methods of admission specified by Ohio law. At the 
same time she obtains a history of the patient's symptoms 
and other information necessary for the admitting physician. 
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SOCIAL SERVICE 


If a patient is approved for admission he is then inter- 
viewed by his doctor and taken to the appropriate ward by 
a psychiatric nurse or aide. As soon as the nurse has given 
him the usual instructions in ward routine, the study of the 
patient begins. He is given a thorough physical examina- 
tion by an internist and a detailed mental status examination 
by the ward psychiatrist. If his mental condition requires 
emergency treatment. as in the case of extreme depression 
or aggressive behavior, ameliorative measures are taken at 
once. 

During this examination period the social worker assigned 
to the case interviews relatives and others concerned to de. 
termine the psychosocial factors contributing to the patient's 
illness. 

A few days after the patient enters the hospital a pre- 
liminary staff conference is conducted by the clinical direc- 
tor. All professional disciplines assigned to the patient par- 
ticipate and a tentative working diagnosis is made. If pos. 
sible, a treatment program is outlined at this time. 

When the patient’s behavior has been observed for a time 
and the necessary studies have been completed, one or more 
therapies may be initiated, in conjunction with the treatment 
he is already receiving. If electroshock therapy or insulin 
therapy is indicated. the authorization of relatives is ob- 

tained. Psychotherapy and various chem- 
otherapies are frequently used. Auxili- 
ary treatments employed by occupa- 
tional therapy. recreational activity, and 
chaplaincy service. Social group work- 
ers also contribute to the treatment 
program by conducting ward meet- 
| ings and group discussions where the 
patient can be observed and assisted 
in his social relationships and _hospi- 
tal adjustment. Social group work serv- 
ice is also provided for relatives, to 
aid them in handling problems relative 
to the patient. 

The psychiatrist in charge of each 
ward and the clinical director see every 
patient daily on ward rounds with the 
head nurse. Psychiatric interviews with 
each patient are summarized into week- 
ly clinical notes by the psychiatrist or 
clinical psychologist responsible, and 
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MALE ward 
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the nurses and aides keep detailed daily 
notes. 

Ward conferences are held weekly to 
review the condition of each patient. His 
progress or lack of progress is noted, 


and, if appropriate, additional thera- 
i peutic measures are initiated. The dis- 
position of patients is also considered at 
bie = = u| this time so that none are overlooked 
a Lie | 7 | who might be able to leave the hospital. 
If a patient is released he is given after- 
| care until he is re-established in the 
| iz | community. 


The upper part of the patient wing at left is the activities area and the lower 
part is the ward area. The administrative and teaching wing is at right. 


The addition cf the new building will 
not change the treatment program ap- 
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preciably but it will extend the range of its services. All 
of the offices will be moved out of the old building and 
the first floor will become an open ward, which will serve 
as a day-hospital, a night-hospital, and half-way house. 
It is particularly well suited for these purposes because 
men and women can be separated or allowed to mingle 
as indicated. 

At the same time the bed capacities of the second and 
third floor wards will be reduced from 50 beds to 30. Thus, 
the three wards in the old building, combined with the two 
30-bed wards in the new unit will increase the over-all 
patient capacity to 150, and at the same time increase the 
amount of space available for each patient. 

The Institute, which is connected to the old building by 
an underground tunnel, is designed in the shape of a T. The 
crossbar of the T is the patient wing. and the stem is the 
administrative and teaching wing. 

The patient wing contains the ward section and the 
activities section. The wards are located on the first and 
second floors at one end of the wing and the two-story 
activities section is located at the opposite end. Male patients 
are on the first floor and female patients on the second. 

The wards are identical. Along each side of a central 
nursing station are five two-bed rooms and one room con- 
taining four beds, a possible total of 28 for each ward. 
However, four of the double rooms will have only one bed 
each (according to A.P.A. recommendations) with space for 
a second bed if necessary. The toilets, showers, and other 
utilities are in the center of the wards behind the nurses’ 
station. Across the dayroom are located the ward clothing 
room, patient laundry, and a serving kitchen which can be 
used for snacks between meals and for ward parties. The 
patient laundry will be equipped with a washer, dryer. and 
an ironing board. 

On the first floor of the activities section there is a fully 
equipped patient library, a combination gymnasium and 
movie theater, a commissary and snack bar. and a barber 
shop. Two occupational therapy rooms, a beauty parlor, 
and the projection room for the gymnasium are located on 
the second floor. 

Security screens along with venetian blinds are used in 
all windows in the patient wing. Drapes suspended from a 
trolley that gives way under 30 pounds of stress are placed 
in most areas of the wing to soften the atmosphere. 

The color scheme throughout the building includes a 
variety of pastel colors. For instance, in the wards there are 
six different color schemes, one for each room on each 
side of the ward. Each room has a contrasting color on one 
wall. 


The Administrative and Teaching Wing 


The first section of this wing, the resident offices section, 
adjoins the patient wing on both floors. It is used for the 
ofiices of the ward doctors, social workers, and psychologists 
of the respective wards. Six of the offices are for residents. 
An observation room with one-way mirror and recording 
equipment, and a treatment room are located on each floor. 
This section of the building is located between the patient 
wing and the administrative teaching wing in order to facili- 
tate treatment and training in the same unit without inter- 
ference between the two functions. 

The remainder of the first floor of this wing is taken up 


by the lobby, social service offices, psychology offices, and 
the outpatient department. On the front side of the second 
floor are two large classrooms, a medical library, and a 
medical record room. Offices for the director of nursing and 
the director of nursing education are located across the 
hall. Above the outpatient clinic there is a group of offices 
for the superintendent, the assistant superintendent, the 
clinical director, and the director of training and research. 

There is also on this floor a rather unusual conference 
room which is constructed on three levels. A conference 
table on the first level is surrounded by two U-shaped desks 
at successive levels. The room accommodates 60 people 
comfortably and there is enough space to set up additional 
folding chairs if necessary. It is wired for sound, and 
microphones are placed around the desks so that all remarks 
can be easily heard or recorded. Aside from its training 
purposes, the conference room is also used for various pro- 
fessional meetings. 

This area of the Institute is to be the center of training 
activities, the most important of which will be the psychi- 
atric residency program. Its objectives are to equip medical 
school graduates with a firm foundation in the behavioral 
science basic to psychiatry, a working understanding of the 
principles of dynamic psychiatry, technical skill in psychi- 
atric practices and therapeutic applications, and professional 
maturity as psychotherapists. In addition to attending lec- 
tures in psychiatry, the trainees will participate in seminars 
and conferences which will focus on specific patients and 
problems of diagnosis, prognosis, and treatment. 

The basement of the Institute building contains a central 
clothing room, male and female locker rooms, and a lounge. 
Aside from the boiler rooms, ventilation equipment, car- 
penter shop, and storage space, the basement also contains 
storage annexes for the clinical records department and 
the medical library, and an E.E.G. laboratory. 


The Construction of the Institute 


The primary construction of the building consists of 
structural concrete flooring with brick exterior walls backed 
up by lightweight concrete blocks. The front facade of the 
building is made of aluminum. 

The interior partitions used in the offices, classrooms, and 
patient rooms are of lightweight concrete block, plastered 
and painted. Ceramic structural glazed tile is used in the 
partitions of the corridors, patient toilets, laundry rooms, 
and stairways. The kitchens and the office toilet walls are 
plain ceramic tile, and the gymnasium walls are of light- 
weight concrete block, 51% feet glazed tile. Marble and 
wood materials are used in the lobby. 

Floors in the classrooms, patient rooms, and corridors 
are finished in vinyl asbestos tile. There are ceramic mosaic 
tile floors in the toilet rooms and asphalt tile in the base- 
ment. Ceilings for all areas, except the gymnasium and the 
lobby, are of painted Fiberglas acoustical tile. The gvm- 
nasium ceiling was finished in fiber acoustical tile and the 
lobby in mineral acoustical tile. 

The Institute is lighted by fluorescent fixtures set flush 
with the ceiling, and is heated by a hot water induction 
system which includes provisions for future air-conditioning. 
The cost of construction for the building is estimated at 
slightly over one million and a quarter dollars by the 
architects, Harry Hake & Harry Hake, Jr. of Cincinnati. 
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By JAMES L. HAYES, Dean, School of Business Administration 


HOULD THE ADMINISTRATOR of a mental hospital be a 

S psychiatrist or a layman? The answer seems rather 
simple: he should be an administrator. This seemingly 
flippant retort serves to focus attention on certain elements 
that are essential to any concrete answer to an otherwise 
philosophical discussion. 

Actually. there are many. many good administrators to- 
day. both psychiatrists and laymen. A good long look at 
most administrative situations will illustrate the fact that 
the little black bag by the side of the desk or an array of 
books from Freud to frigid give no more guarantee of 
good administration than do balance sheets galore and an 
arrav of books from Gilbreth to grievances. 

What is the objective of any mental institution? Or bet- 
ter. do all mental institutions have the same objective? Ven- 
turing an opinion. | would say that the primary objectives 
of all institutions are probably quite similar. Patient treat- 
ment and care and some degree of rehabilitation might. in 
broad lay language. describe that which they have in com- 
mon. Beyond this, emphasis could vary concerning desired 
size. kinds and manner of treatment, research and experi- 
mental operations, and optimum combinations of personnel 
for achieving certain results. The essential fact is that each 
hospital—as a hospital—should have an objective or objec- 
tives. These will be long-range and short-range. They will be 
definite and clear, indicating quantitative goals where pos- 
sible. qualitative levels as best they can be defined. and 
something of the manner of achieving these. 

This stressing of the necessity of the existence of an ob- 
jective for the institution is not just because it is good 
planning. but because it is an element in measurement. If 
objectives and goals are set and are accepted, then he who 
leads the team to the objective effectively is a good admin- 
istrator. He who gains the same objective as effectively but 
more economically is a better administrator. 

What are the chances that a psychiatrist as the leader of 
a group can achieve these objectives? For some psy- 
chiatrists, the chances are excellent. Obviously there are 
many excellent psychiatrists who are at the same time excel- 
lent administrators. And there are probably some excellent 
psychiatrists who are very poor administrators. And, with- 
out examining all possibilities. it is probably true that there 
are some poor psychiatrists who are good administrators. 


*Vail, David J., “Medical or Non-Medical Superintend- 
ency?” Menta Hospitats, September, 1959, page 9. 


Duquesne University, Pittsburgh, Pa. 


By a similar type of reasoning. we may postulate that 
there are some excellent administrators who do not fully 
comprehend the job of the psychiatrist. and some excellent 
administrators who do. Some of these laymen can success- 
fully lead a psychiatric institution to the achievement of its 
objective and some cannot. (There is little possibility that 
the poor administrator can administer anything. | 


Professional Training Too Intensive? 


It would appear, then, that training in psychiatry is not 
necessarily good preparation for administration. There is 
however much in the training of the psychiatrist, as in the 
training of all medical men, engineers, lawyers, and teachers. 
which can contribute to good preparation for administration. 
The mental discipline of years of intensive study provides 2 
background for analysis and synthesis that is readily trans- 
ferred to an administrative situation. But it must also be 
recognized that the intensive training of all professionals 
may equally provide a mode of operation that militates 
against good administration. Overconcern with detail is a 
common example. 

From this kind of reasoning it is rather easy to conclude 
that per se the skills of administration are completely dif- 
ferent from the skills of psvchictry, but that they may in- 
here in the same individual. A very important corollary 
can be drawn that the psychiatrist, once he recognizes the 
difference in skills, will often be highly educable in adr-in- 
istration. 

While it may be equally true that the lay administrator is 
educable in psychiatry, he will find himself one diploma 
short in the paper battle. if the hospital administrator is 
going to engage directly in the practice of psychiatry. The 
type of psychiatric preparation the lay administrator can 
acquire will not be recognized or licensed, and professional 
management has not yet come to the stage of requiring a 
license. 

Passing from the abstract and theoretical distinctions 
between the skills of psychiatry and the skills of management. 
there is one very practical factor which must be considered. 
This is the fact that the administrator is always dealing with 
people. Those reporting to this administrator will have 
opinions and feelings which will govern to some degree their 
responses to his suggestions and commands. Ah, but the 
effective administrator elicits the kinds of responses that he 
wishes, say most chapters on motivation. I believe it would 
be more accurate to say “he fries to elicit the responses he 
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wishes,” because we cannot ignore the ability of the sub- 
ordinate to respond as he pleases. So it is not the administra- 
tor alone who must be considered, but the attitude of the 
entire team he is attempting to lead to his objective. It is 
wise, therefore, to look up at the administrator from a sub- 
ordinate position for a minute and see what his team thinks 
of him. 

A mental hospital will probably have several psychiatrists 
and other medical men, but only one top administrator. If 
this top administrator is a psychiatrist, he has a reasonably 
good chance of being accepted by the other psychiatrists as 
the leader. Because he is a good administrator? Perhaps. But 
not necessarily. There is a human tendency to accept those 
who are “in the league.” This cannot always be reasoned, 
but it can usually be explained. Probably the psychiatrist- 
administrator who is a bit less than excellent has a better 
chance of gaining the acceptance of the other psychiatrists 
than has an excellent lay administrator. While there is no 
great evil in this type of loyalty, it does shade reasoning. By 
the same token, the financial officer, maintenance supervisor. 
and dietitian may shade their acceptance in favor of the lay 
administrator. 

The truly excellent administrator may gain the respect of 
all professional and semiprofessional subordinates, but this 
requires time. A psychiatrist lifted out of private practice 
and put into an administrator’s job will immediately have 
the respectful acknowledgement of his psychiatric staff. A 
lay administrator dropped into the same situation may not. 
Since the purpose of the hospital is patient treatment. care. 
and cure, it would seem logical to select the psychiatrist 
rather than lay administrator. Our primary object in the 
hospital is not to prove an administrative theory. 

However, if time is not pressing. we may have either a 
psychiatrist or a layman as top administrator, and reporting 
to him a number of subordinates, some of whom will be 
psychiatrists and some laymen. As these second and third- 
level groups work together—and presuming that the admin- 
istrator is excellent—several things will happen. Second 
and third-level administrators will get to know each other 
and, while “professional unions” will develop informally. 
kinds of interprofessional respect will also develop. The 
second-level psychiatrist will learn something of financial ad- 
ministration, personnel administration, and supervision, thus 
preparing himself for a future top role. At the same time the 
second-leve! lay administrator will learn something of psy- 
chiatry—its language. some basic concepts, some dangers. 
some cautions, and he too will prepare himself to grow up- 
wards. Given time, it is possible that this second level will 
form such a climate that if the next administrator should be 
drawn from here, be he psychiatrist or layman, he would be 
assured of the respect of his long-time friends and colleagues. 
It would often happen that the second-level administrator 
would appraise his own ability or be appraised to the point 
where he would never seek the top. But all of this takes time. 

Every good administrator has learned that, while there 
are more effective ways of learning administrative techniques 
than by the trial-and-error method, a most powerful learn- 
ing situation is that of accepting delegation personally from 
a superior, and in turn, administering to those in the next 
echelon down. For this reason, therefore, he will be intent 
upon developing the abilities of his subordinates. 

If, however. the psvchiatrist-administrator reflects the 
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attitude that only psychiatrists can hope to gain positions of 
responsibility. then his hospital will suffer from an accumu- 
lation of second-rate subordinates in the non-psychiatric 
area. This will lead to budgetary problems, personnel prob- 
lems, and many others which will deflect his attention far 
from psychiatry. He will look at these subordinates and ex. 
claim: “And some hospitals are run by laymen!” And thus 
striking his breast, he will thank God that he is not as the 
rest of men. Meanwhile the good accountants and person- 
nel men have left the hospital and gone to industry where 
they can eventually become successful executives or legislators 
and sit on boards and committees when the administrator 
appeals for more funds to run his institution. 

Exactly the same thing is true of the lay administrator. If 
he tends to give preferment to non-psychiatrists in his ad- 
ministration, he will find himself with a second-rate hospital 
because of a high turnover in psychiatrists. His good psy- 
chiatrists have gone on to other hospitals and gone to the 
top. As a matter of fact they return to haunt him every time 
he looks to an accrediting body! 

Either of the above situations produces a poor hospital. 
The mere presence of a psychiatrist at the top of the organi- 
zation may be a plus or a minus in the total objective of 
patient care and treatment. In a boarding school, the educa- 
tion of a youngster will not flourish because of the scholar- 
ship of the headmaster, but because of the scholarship of 
the teachers. The headmaster is successful who manages to 
maintain a staff of teachers who are regarded as topflight. 
The headmaster who is a brilliant scholar but who suffers a 
constant turnover in teaching personnel will soon find him- 
self and his school in trouble. 


Psychiatrists Needed to Practice Psychiatry 


Another approach to the question may be to evaluate the 
need for psychiatrists today. It is assumed that the need for 
psychiatrists to -practice psychiatry is urgent. The psy- 
chiatrist-administrator will, by reason of his responsibility, 
be able to give less time to psychiatry than he would in anv 
subordinate position. It would follow. then. that for each 
psychiatrist who enters administration there is a diminu- 
tion of the total number available to patients. On the other 
hand, care which cannot be given directly by a psychiatrist 
must be delegated. under supervision, to other professional 
and semiprofessional people. who are in direct contact with 
the patient. The psychiatrist may be attempting to maintain 
a tight control on the top because he is afraid that the 
medical profession has delegated too much milieu-manage- 
ment to non-medical people but does not wish to delegate 
any part of patient care to those who are semiprofessional. 
Whereas modern drugs and new therapeutic techniques may 
temporarily alleviate the problem of doctor-patient ratios. 
it must be recognized that they do not solve the basic 
problem of the eventual need for more psychiatrists. The 
known shortage, coupled with the withdrawal of many top- 
flight psychiatrists into administration. could portend great 
evils for the profession, evils which are already apparent in 
education because of the same kind of problem some years 
ago. 

It would be enlightening if we could discover how much 
time psychiatrist-administrators give to psychiatry. Good 
administrators probably lose real touch with their profession 
as they gain excellence in administration. Daily the superin- 
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tendent may find it more difficult to keep up on research 
and professional meetings. In ten years he could find him- 
self armed only with medical designations and terminology 
to command the respect of his subordinates, and would 
hardly be able to assume responsibility for any patient care. 

There is very little doubt, as Baganz observes, that it is 
far easier for a physician to receive advanced and specialized 
training in administration than it is to provide an admin- 
istrator with the necessary medical and psychiatric under- 
standing. But this is a narrow concept of the theory of dele- 
gation and a bow to the fallacious presumption that all 
decisions are made at the top. That physicians need and 
should have advanced training in the area of administra- 
tion acknowledges a problem, which, 


totality. At the same time, perhaps, mental hospitals have 
fallen into too rigid a pattern and we fail to acknowledge 
that there are different types of hospitals, some of which 
could work on the same basis as the present community 
hospitals, with administered facilities for visiting psychia- 
trists. Of these things I am no judge, but it is apparent 
that there is some confusion between techniques and man- 
agement. This is why the setting of objectives, establishing 
standards of performance, and other such tools and tech- 
niques provide a measure for administrative ability that is 
more trustworthy than are superficial physical arrangements, 
which play so large a part in many accreditations. 

The sincere and thoughtful attempts by so many dedicated 


when solved. will bring the kind of or- 
ganization where layman and _ psychia- 
trist can work side by side to determine 
which has the best ability to advance. 


Responsibility for Objectives 


Regardless of who is the superintend- 
ent. there is little question but that psy- 
chiatrists should set the objectives, the 
standards, and the general tone of an 
institution. It is possible for this to be 
done through staff, but it is better done 
through a top board which sets broad 
policy for the superintendent. This 
board should exist even if the superin- 
tendent is a psychiatrist. From this pol- 
icy level, operations get their authority 
and direction. The administrator, lay- 
man or psychiatrist, can then carry out 
these policies. There is. of course, the 
danger that such a board might inter- 
fere with administration, and this will 
be reflected in personnel turnover. The 
layman-administrator might add a staff 
psychiatrist at the top of his organiza- 
tion much as the corporation president 
adds a lawyer. Or the psychiatrist-ad- 
ministrator could add a staff administra- 
tor assistant to help him delegate the ele- 
ments in which he is not expert. Another 
solution is the dual type of organization. 
This envisions an administrator with two 
assistant administrators. One assistant 
assumes direct responsibility for the pro- 
fessional treatment of patients and the 
other for facilities and records. But who 
would be the administrator? Given two 
good assistant administrators and an ex- 
cellent man at the top, the problem will | 
not be acute and there are three men 
ready for the future—all with top-level 
experience. 

Certainly there has been a wide differ- 
ence in the growth of the mental hospital 
and the community general hospital. 
But it might be that the community hos- | 
pital has compounded its own prob- 
lems by not thinking in terms of its 
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psychiatrists to find an answer to the problem of administra- 
tion is in itself evidence that mental hospitals of the future 
will have good administrators. If they are really good— 
that is. if they are reaching the objectives of patient care 
which have been set for them—laymen and psychiatrists 
both have a chance of being superintendents and each can 
do a good job. 


OTHER READERS COMMENT 


Board Certification Unnecessary 
for Hospital Administrators 


The recent article. “Medical or Non-Medical Superinten- 
dency?” by Dr. David J. Vail. was interesting, thought- 
provoking. and stimulating to me. Some of the concepts 
presented were stated some years ago by me, perhaps more 
ineptly, in an article “A Function of Administration; Psychi- 
atric Treatment.” As I am a psychiatrist, my article was 
probably written with the type of bias Dr. Vail implies. and, 
if so, I offer no apology. 

There is, however. one section of Dr. Vail’s excellent 
presentation on which | should like to comment, and that is 
his allusion to the poll conducted by the late Dr. C. N. 
Baganz concerning desirable qualifications of mental hos- 
pital superintendents, and to the related references. I par- 
ticipated in Dr. Baganz’ poll. I am confident that I answered 
in the affirmative his question: “Is it essential that the 
mental hospital administrator be a psychiatrist?” I do not 
recall how I answered the question as to whether or not 
mental hospital administrators should be diplomates of the 
American Board of Psychiatry and Neurology. Although I 
had enjoyed this distinction for over ten years at the time 
of the poll, and I have no objection to this qualification, I 
would have no misgiving in answering this question in the 
negative. 

The implication, rather widely shared, that unless a psy- 
chiatrist (or any other specialist) is certified he is not a 
“good” one or not “fully qualified” is to my mind fallacious 
and should be dispelied. It should be granted that the quali- 
fications which lead to eligibility for admission to the exami- 
nation should be desirable and essential. It is not neces- 
sarily true that the specialist is any more qualified or 
“better” after having passed the examination, or any less 
qualified or “poorer” after having failed it. (1 was success- 
ful on the first attempt.) If the foregoing is accepted. it 
removes the implied paradox from the reference to Ewalt 
in Dr. Vail’s article. Whereas, Dr. Ewalt did not recommend 
certification by the American Board of Psychiatry and 
Neurology, he also did not prescribe certification by the 
A.P.A. Committee on Certification of Mental Hospital Ad- 
ministrators. Rather, he recommended eligibility for the 
latter certification. The A.P.A. Committee, on the other 
hand, by its inclusion of the requirement of “adequate train- 
ing in psychiatry,” at least implies eligibility for certification 
in psychiatry. 

There are still a few psychiatrists in the United States who 
are not only recognized as “good” and “qualified” but who 
have never achieved or tried for certification by the Amer- 
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ican Board of Psychiatry and Neurology. This is despite 
the fact that they might easily have acquired this honor by 
the “grandfather” route which was traveled by quite a num- 
ber of their distinguished colleagues. It is of some interest 
to note that some of these uncertified individuals are inti- 
mately involved in the teaching of medical students and in 
the training of psychiatric residents who it is hoped will 
ultimately become “good” and “qualified.” 

It is of further interest to note that much psychiatric train- 
ing being carried on today does not provide its recipients 
with the knowledge required to successfully pass the exami- 
nation of the American Board of Psychiatry and Neurology. 
The trainees in such programs have that goal in mind and 
most of them are successful. This is because they carry on 
duai programs. one of which is to be “trained in psychiatry” 
and the other of which is to learn those things which are 
necessary to “pass the Boards.” In one large training center 
the trainee is provided with a collection of every question 
asked by every Board examiner of every preceding candi- 
date from that program over the past ten years. Having 
received his “training” the trainee then proceeds to “pre- 
pare” for the Board examination. It is at least interesting to 
speculate whether or not a reasonably able tutor might not 
produce a “good” psychiatrist with the aid of this material 
in considerably less time than that now required if certifica- 
tion is the criterion. No doubt there are other programs 
specifically geared to this proposition by a leisurely ap- 
proach. 

Again let me say that I am in major agreement with Dr. 
Vail’s primary hypotheses. 


R. C. Anderson, M.D., Acting Commissioner 
Ohio Division of Mental Hygiene 


Many Psychiatrists Ignore 
Administrative Courses 


Dr. Vail argues that the superintendent of a mental hos- 
pital must be a psychiatrist. Although he starts out by indi- 
cating that it is not enough to arrive at this conclusion 
merely by citing history and practice, yet most of his argu- 
ments do come from history, or unsupported assertions. 

I hope that it is obvious that the class of individuals who 
should administer any type of organization is that group 
which can BEST administer. For years, at A.P.A. Mental 
Hospital Institutes as well as at other places, I have heard 
prominent A.P.A. members complain of the lack of progress 
in the field of care for the mentally ill in the United States— 
especially in the state mental hospitals. Perhaps one of the 
important reasons this is so is due to past and present poor 
administration. Therefore it follows that improvement in 
care will partially depend—and in my opinion, to an im- 
portant extent—upon the improvement in administration. 

In a panel discussion presentation at the May 1956 Annual 
A.P.A. Meeting, Dr. Paul E. Feldman. Dir. of Research & 
Education, Topeka (Kans.) State Hospital, and I argued 
that it was much more important for the superintendent of 
a mental hospital to be a competent administrator, than 
whether or not he was a psychiatrist. or even a doctor. We 
showed how little knowledge and ability was possessed by 
mental hospital administrators, past and present, in those 
areas we carefully defined as needed. We concluded by 
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stating: “In choosing a mental hospital superintendent, our 
preference would be, of course, a psychiatrist who is a good 
administrator. But not finding a person with both qualifi- 
cations. we would choose a good administrator rather than 
a psychiatrist lacking administrative ability.” The full text 
of our remarks appeared on Jan. 16, 1957. in Vol. 31 of 
HospITaLs, published by American Hospital Association. Re- 
reading that article today, especially after reading Dr. Vail’s 
paper. does not persuade me to change my mind. 

Realizing that the A.P.A. was unlikely to change its stand- 
ards (which require a mental hospital administrator to be a 
psychiatrist) or to “beef up” the requirements regarding 
administrative ability. it seemed to me that perhaps im- 
provement might come from providing more and better 
opportunities for psychiatrists to acquire administrative 
competence. Accordingly, | cooperated with the Menninger 
Foundation in the development of their program in adminis- 
trative psychiatry. This one-year program has been dropped 
from their curriculum. because. despite liberal stipends to 
students. they were unable to attract enough participants. 
Incidentally, their classes during the few years of operation 
never exceeded three people. and typically the number of 
applicants was less than six. At all times, they did very 
active recruiting. The experience at Columbia University is 
somewhat comparable. One is forced to conclude that psy- 
chiatrists are uninterested in learning more about adminis- 
tration. at least by this mehod. 


More recently. | have been interested and have assisted 
in the development of a program in psychiatric administra- 
tion offered by the University of Chicago. This is a four- 
week seminar presentation to those who already hold top 
administrative positions. The first effort has been addressed 
to Commissioners of Mental Health, to be followed ( it is 
hoped) by future programs for superintendents, their assist- 
ants. clinical directors. etc. The course content covers one 
week in each of the following areas: Decision-Making. Or- 
ganization, Communications. and Human Relations. 

I have hopes that this type of program will assist in im- 
proving the competence of present mental hospital adminis- 
trators. However, even if ALL present administrators par- 
ticipated in similar programs (and it is certain that the. 
won't!!}. this is a methed, which at best. can only whet the 
appetite for more knowledge in administration. and provide 
source material for further study. 


These attempts of mine are feeble. They do not get to the 
root of the matter. Since I believe that the A.P.A. is unlikely 
(for a variety of reasons) to modify its standards. my efforts 
are based on the philosophy “If you can't lick “em, join 
“em!” The University of Chicago type of program may be 
one way to persuade psychiatrists in administrative positions 
that they know little about administration and that they 
need to know more to be effective. To date, the attitude of 
those who have participated in the Menninger, University of 
Chicago. and other like programs, gives some reason to hope 
that this may be the start which will result in an expansion 
of programs directed toward the same objective. At least 
some psychiatric administrators are finally admitting that 
they have very little knowledge about administration, and 
that a body of information is available, which if acquired 
by them, would indeed improve their effectiveness. 

All this is a most difficult way to accomplish the goal. 


First, it is necessary to persuade those in authority that not 
only is the present situation bad, but improvement is pos- 
sible. Next, it is necessary to provide easy opportunities for 
teaching about administration. Hopefully these efforts may 
develop a climate wherein there will be a happy meeting 
ground, i.e. competent psychiatric administration will be 
wanted—and good programs in teaching it will be available. 

P.S. It is of more than passing interest to note that Dr. 
David J. Vail has attended the recent sessions of the Uni- 
versity of Chicago “Institute in Executive Development for 
Psychiatric Administrators.” 


Robert H. Klein, Menlo Park, Cal. 


Administrative Emancipation 
for the Psychiatrist? 


My congratulations to Mentat Hospitats and to Dr. Vail 
for his article, “Medical or Non-Medical Superintendency ?~ 
So great is his objectivity that proponents—as I—of the 
lay administrator’s case should be pleased in spite of his 
final conclusion. To me, however. the notion of a medical 
superintendency still appears essentially illogical. 

If I correctly interpret present-day goals, the mental 
hospital of the future will be (1) not geographically iso- 
lated but within the community, (2) not culturally isolated 
but receiving both the support and the participation of the 
community, and (3) not custodial but therapeutically ori- 
ented. Such criteria suggest that the true goal is not a 
special hospital but, instead. a further generalization of the 
general community hospital. 

This projection can be carried another step. If inpatient 
psychiatric care is to gravitate towards the general hospital. 
there can be little hope for a rigid specification that the 
administrator be a psychiatrist (why not a surgeon or in- 
ternist or obstetrician as well?) For the diehard who may 
argue. “Well. at least he should be a physician.” I would 
only comment that some of the most prejudiced “anti- 
psychiatry” stems from other physicians. 

Enough of the future. What of the present mental hos- 
pital? True, as Dr. Vail points out. the physician-patient 
ratio is far smaller than that of the community hospital. But 
are the differences that Dr. Vail ascribes to this really 
different in kind or simply in degree? 

He writes that in the community hospital “the essential 
implementation is the combination of medical-surgical pro- 
cedures and personal influences which the physician, acting 
on his own responsibility, chooses to exert.” Is this not 
equally “essential” in the psychiatrist's concept of his mental 
hospital role? 

Dr. Vail finds the therapeutic transaction in the mental 
hospital “diffused” by involvement of other professional 
and subprofessional personnel. That this is not. in itself. 
a bad thing is suggested by his emphasis upon the need for 
a therapeutic “milieu” in which the total hospital is involved 
in treatment. 

Fairness, I think, requires recognition that the modern 
community hospital also seeks a therapeutic climate. 
“Patient-relations” is a major emphasis in the indoctrination 
of hospital volunteers and personnel. Millions are being 
spent these days to provide both creature comforts and im- 
proved aesthetics. Hospital staffing-patterns place increasing 
importance on ancillary professions. among which the medi- 
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cal social worker and the health educator are but two 
examples. 

Much as one might want to think of “undiffused” physi- 
cian-patient relationships in the community hospital, the 
tides are moving rapidly. The fact of the case is that com- 
munity hospital care today is a complex. involving not only 
the physician but also his medical colleagues (minimum 
consultation rates are a criterion of the accrediting groups). 
the diagnostic departments in which radiologists, patholo- 
gists, and biochemists play important roles, and the ancillary 
services with such familiar functions as social service. occu- 
pational therapy. and physical therapy. The whole structure 
of the medical staff organization with the many review com- 
mittees (our hospital has close to 20) exerts influences tend- 
ing to “diffuse” (I would prefer the word “complement” ) 
the doctor's care of his patient. 

The existing differences upon which Dr. Vail hangs a 
large part of his argument seem to me. thus, to be less a 
difference of medical practice and more a matter of adjust- 
ment on the part of mental hospitals to problems of long 
standing: overcrowding, limited budgets, and understaffing. 
I would argue that the differences are not essential and that 
the objectives of both hospitals are closely parallel. 

Administration may not be a “science” but it does em- 
brace a respectable body of disciplines, not the least of 
which is the art of delegation. In the community hospital, 
the administrator is the agent of the trustees. A very large 
measure of professional freedom is delegated to the medical 
staff. The system is not without its tensions. but this is a 
reflection of the dynamics of conflicting interests that will 
exist so long as economics imposes its limits upon patient 
care. As Dr. Vail says, “the physician practicing in the 
community general hospital has been glad to have the busi- 
ness and maintenance operations taken over by a trained lay 
administrator.” 

One cannot help wondering why the psychiatrist in the 
mental hospital has not been equally eager for such upward 
delegation of non-medical functions. It is psychiatry which 
cries out over the shortages of psychiatrists in the mental 
hospitals. Why does psychiatry compound the staffing prob- 
lem by diverting qualified practitioners from patient care 
into administration? Does not the psychiatrist deserve eman- 
cipation to be more free to practice medicine? 

If the psychiatrist-administrator truly adds something 
special to laundry operations, governmental relations. public 
relations, accounting. purchasing. personnel recruitment and 
administration, medical record keeping. radiology. pathol- 
ogy. pharmacy, nursing administration, and the dietary 
service, then this “something” may be justification for 
taking him so far away from patient care. 

If this extra added ingredient is again the concept of a 
favorable “milieu.” then I submit that the medical staff can 
influence milieu as well in the community hospital system as 
they can by assuming the far greater burdens of directing 
the manifold activities of all these departments. It is a poor 
aciministrator—not necessarily a lay one—who neglects the 
needs of the patients or ignores the recommendations of any 
division of his staff. 

Dr. Vail is concerned with the administrator's role be- 
tween the administrative board and the medical staff. The 
community hospital has accepted the device of the “joint 
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conference committee” (another accreditation requirement} 
which provides direct consultation between the board and 
the physicians. If the issue is the governing prerogative of 
the board itself. one can only point out that this structure of 
lay government is popular in our society. With ultimate 
authority resting in a lay board. does it really matter 
whether the board’s policies are conveyed to the medical 
staff through a lay or a medical superintendent? One of 
the few general hospitals that I know where the adminis- 
trator is not included in medical staff meetings has a highly 
qualified physician as its head. 

I grant the historical precedent for the medical superin- 
tendency of the mental hospital. I cheer Dr. Vail’s contri- 
bution to renewed reflection on whether precedent should 
rule the dynamics of the mental hospital movement for the 
future. 

John T. Foster, M.P.H., Asst. Admin, 
The Stamford Hospital, Conn. 


A Business Manager 
Cites The A.P.A. Standards 


I have read with interest the paper written by David J. 
Vail. M.D.. entitled “Medical or Non-Medical Superintend- 
ency?” in the September issue of MentTaL Hospitas, and 
my feeling is that the entire article is concerned with a prob- 
lem that has long been resolved in the field of psychiatric 
hospital administration. Therefore. | have a serious question 
as to the value of, or the need of. further literature on this 
subject. 

The following is quoted from Standards for Hospitals and 
Clinics, 1956 Edition, published by the American Psychiatric 
Association. The quotation is from Part I entitled. “Stand- 
ards for the Organization and Operation of ‘Public Mental 
Hospitals”: 

“IT. DESCRIPTION OF THE INDIVIDUAL UNITS 

Office of the Superintendent 

1. Superintendent (Manager or Director) 

He is the chief professional and administrative officer of 
the hospital. He should be free from partisan political inter- 
ference and should have authority commensurate with his 
responsibility. He should be responsible only to the appoint- 
ing authority. 

He should be (1) a graduate of a Medical School ap- 
proved by the American Medical Association. (2) should 
be a diplomate of the American Board of Psychiatry and 
Neurology. or similarly qualified. (3) should have not less 
than five years experience in a mental hospital. of which 
not less than three years should be in a responsible position 
involving administrative duties. (4) should be licensed to 
practice in a state or province.” 

I am informed that these standards are being used as a 
basis for accreditation of psychiatric hospitals by the A.P.A. 
Central Inspection Board and by the Joint Commission on 
Accreditation of Hospitals. 

It would appear pointless to debate the issue of lay versus 
medical superintendency in the light of the foregoing unless 
the American Psychiatric Association wishes to indicate that 
this section of the standards is open for discussion. 

Clarkson Hill. A.C.H.A., Business Manager 
The Institute oj Living. Hartford, Conn. 
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SQUIBB ANNOUNCES 


once day 
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patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.22 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.13 Less common effects have been hypotension,’ drowsi- 
ness,> agitation,” restlessness, and anorexia. Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.256 ‘pro.miny is squies TRADEMARK 


SQUIBB 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 


Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, 1I.J.: Clin. Res. ) ‘ " 
Notes? 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and Y the Priceless 
Karacan, I.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 : 

(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L-E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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Mental Health Films as Training Aids 


By JACK NEHER 


Menta! Health Materials Center, Inc. 
New York City 


_ LIGHTS in the classroom had been out for thirty 
minutes while a class of nurses watched a film in 
which a young psychiatric nurse had helped to reach a 
withdrawn patient. The pretty, fresh-faced nurse in the film 
had earnestly demonstrated her patience. intelligence. and 
resourcefulness, and it was obvious that the members of the 
audience had identified completely with her—as they were 
meant to do. Now the film was over. the lights were on, and 
the instructor had taken her place before the class. She 
had shown this film many times before and knew well what 
most of the girls were feeling: nobility, pride, all the positive 
feelings about the profession they would soon enter. 

The class stirred restlessly. They wanted to say how much 
they had enjo: ed the film—how true-to-life it was. But the 
instructor didn’t seem to care how they liked it. Instead. she 
was asking them how they felt about mental patients. Silly 
question! Wasn't it obvious that they loved mental patients 
and wanted to he!p them? After all, why else would they be 
studying psychiatric nursing? 

Some of the students were amazed when one girl admitted 
that she did feel afraid of some patients. Even after several 
weeks of actual experience on the wards, she was remember- 
ing her mother’s fearful remonstrances about her new job. 
She had laughed at her mother’s worries, but they were 
with her every time she stepped on the wards. Other students 
seemed to have fears too. and were talking openly about 
them. The instructor was now explaining why people new to 


Scene from the film MAN TO MAN. 
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mental hospitals have fears. Did she mean it was all right to 
be afraid? Yes, but you weren't supposed to stay that way. 
What do you do about it? Now everyone in the class seemed 
to have ideas on the subject and the class was getting almost 
out of hand. The earnest nurse of the film was forgotten for 
the moment, but she had stimulated a lively discussion. 

In mental hospitals all over the United States and Canada, 
similar films are being used—not only with nurses and 
psychiatric aides, but also with occupational therapists. social 
workers, vocational therapists, and volunteers. Instructors 
have discovered that films are a convenient method for 
showing various types of mental illness: that they demon- 
strate skills for working with patients: help to change fear- 
ful attitudes toward mental patients by developing a greater 
understanding of mental illness: and, finally. that they pro- 
vide a powerful stimulus to the student’s motivation for 
learnine. 


Discussion Stimulat-d 


Not all available films are of top quality, but—as every 
discussion leader knows—poor films often provoke good 
discussions. The film is merely the tool to pique the interest 
of the audience. to get the viewer to identify with the leading 
characters. 

Interestingly enough, most ef these films follow the story 
pattern of the commercial motion picture, rather than the 
true documentary approach,: which initially gave birth to 
the educational film. For this, too, there is a good reason. 
The narrative is a time-honored teaching device for estab- 
lishing identification. In the mental health educational film, 
however. the aim is not merely identification with the lead- 
ing character. but also partial identification with the other 
characters in the story. Through this glimpse into the feel- 
ings of the other people in the story, the student may gain 
insight into his own feelings as well as the feelings of his 
patients and his co-workers. 

As an example, let us consider the film Man To Man 
which attempts to convey some idea of the personal satis- 
faction felt in helping mental patients to get better. Nurses 
and psychiatric aides are likely to identify first with the 
hero—a psychiatric aide—since. like him. they too are work- 
ing with mental patients. But because this film is concerned 
with the aide’s work with one particular patient—a w°th- 
drawn, elderly man—the camera centers often upon this 
patient, creating a feeling of sympathetic understanding of 
his emotional needs. At this point. it was the director’s in- 
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ten: to have the audience identify with the patient. At 
other moments, it was expected that student nurses and aides 
would empathize with the nursing supervisor or with the 
doctor. 

Thus. although on the surface, Man To MAN appears to be 
siniply information-giving, illustrating a skill for helping to 
reach withdrawn patients, it is actually an attempt to com- 
municate feeling. And this is true of many other films now 
in use. For this reason, instructors who use this medium in 
teaching have found it necessary to follow all showings with 
a discussion. They say that this is where the real learning 
experience takes place, since the discussion relates the film 
content to the student’s own experience. Points are often 
brought out in discussion which may not have been obvious 
to the student during the showing. Important, too, is the 
way in which discussion reveals to students how others have 
reacted to various points in the story. 


Nursing Departments Are Top Users 


A recent informal survey of a number of hospitals dis- 
closed that the use of films as training aids is decidedly on 
the increase. They are used chiefly by nursing departments. 
although some hospitals show them to all employees to give 
a broader outlook on the purpose of the hospital and some of 
the problems which may be encountered. The Illinois De- 
partment of Public Welfare has made extensive use of 
films as supplementary inservice training material—not only 
for nurses and aides, but also for social workers. This 
agency has demonstrated its faith in this technique by co- 
operating with the Mental Health Film 


reports an unusual amount of interest in films concerning 
individual psychotherapy. which is difficult to teach outside 
of the actual therapeutic situation. 

The list of most-frequently used films is a long one. Less 
than a decade ago. it would have been considerably shorter. 
since most mental health films are of recent vintage. The 
following are selections which are now being used to train 
nurses, aides. and other personnel: AcTIviTIEs For Scuizo- 
PHRENIA, SEIZURE. Rx AttTitupE. Unconscious MorivaTion. 
A Positive ApproacH To THe Psycuiatric Patient, Man 
To Man, Breakpown, Workinc ANp Piayinc To Heattn, 
BROKEN APPOINTMENT, Back INTO THE Sun, and Psycuo- 
THERAPEUTIC INTERVIEWING TECHNIQUES. 

There is another, larger. group of films which deal with 
the psychodynamics of human behavior. Although most of 
these were designed for use with lay audiences, instructors 
have found them valuable as supplementary illustrative ma- 
terial in nursing courses. The list includes such films as 
Prerace To A Lire, SHyNess, Roots Or Happiness, FEEL- 
incs Or Resection, FEELINGS OF Hostiity,* THE FEELING 
Or DeEpREssION, OVERDEPENDENCY, STEPS Or AGE, ANGER 
At Work, A Famiry Arrair, THE Lone_y Nicut, ANGRY 
Boy, Kip BrotHer, Fears OF CHILDREN, BITTER WELCOME,* 
and Davio>—ProriLe Or A PropLem DRINKER.* 

All of the titles in the first list and those marked with an 
asterisk in the second list are available to members of the 
A. P. A. Mental Hospital Service from its film libraries. For 
a complete catalog (with order blanks). please write to the 
A. P. A. Mental Hospital Service. 


Board on WoRKING AND PLayinc To 
HeaLTH (filmed at Manteno State Hos- 
pital) and by making several good films 
of its own. 

When a psychiatric hospital is a major 
teaching center for a medical school’s 
department of psychiatry. its use of films 
is apt to be more extensive and more ex- 
perimental. In Canada, Dr. R.E. Turner, 
director of the Forensic Clinic, Toronto 
Psychiatric Hospital. reports that a spe- 
cial Film Committee (of which he is the 
chairman) was set up several years ago 
to plan for more effective use of films. 
The committee consists of two psychia- 
trists, who are clinical teachers in the 
Department of Psychiatry. Faculty of 
Medicine, University of Toronto, the 
chief of the nursing staff. end the senior 
occupational therapist. A policy on us- 
age has been formulated and the com- 
mittee decides which films are most ap- 
propriate. These are shown on a regular 
monthly schedule and announcements 
are distributed to teaching hospitals and 
clinics throughout the citv. Discussion 
periods are led by a p:vchiatrist. Most 
of the films shown have de7lt with spe- 
cific types of emotional disturbance. and 
have been found helpful for presenting 
knowledge in a different pattern from 
that of the classroom. The committee | 


HOW TO WATCH WITHOUT BEING SEEN 


. From the dark observation room, 
it’s a window ... 


* From the patients’ room, 
it’s a mirror! 


Wherever it is desirable to observe patients without their knowl- 
edge. Mirropane®, the “‘see-thru’’ mirror, is the answer. 
Mirropane can now be obtained with Parallel-O-Grey® Glass 
to provide “‘see-thru” vision with light differentials as low as 
3to 1 between rooms. For information on Mirropane, call 
your L-O-F Distributor or Dealer (listed under “‘Glass” in the 
Yellow Pages). Or write to Dept. L.M-7119. 


MIRROPANE 


LIBBEY-OWENS-FORD GLASS CO. 
608 Madison Avenue, Toledo 3, Ohio 
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IBM Records Save 


T MAY BE A HACKNEYED PHRASE, but “understaffed and 

I overworked” is still the byword in most psychiatric 
clinics. However, at the Morris County Guidance Center, 
we've eased the pressure through the use of IBM punch- 
card data processing. This modern system has enabled us 
to save staff time through faster and more efficient record- 
keeping methods. 

Briefly, data processing in our psychiatric outpatient 
clinic now amounts to this: Every bit of information we 
normally record—patient history, progress, evaluation, and 
closing—is put on compact IBM cards rather than on space- 
consuming, letter-size sheets. The information is written 
directly on the cards, and machine-sorting control codes are 
punched in for reference purposes. The cards can then be 
sorted electromechanically according to the information de- 
sired. Almost automatically we can produce monthly sum- 
maries which serve as valuable time-and-cost analysis tools. 
The summaries allow us to regulate our schedules for the 
most efficient utilization of staff time and, in the long run, 
to furnish better service to the community. 

The center is a county-operated outpatient facility for 
local residents. and its staff works closely with physicans, 
schools, probation officers, and other county agencies. 
In a sense, our function in the community is “a stitch in 
time” to provide psychiatric care and treatment before the 
patient becomes a serious social problem. 

The idea of using data-processing techniques for everyday 
work at the Guidance Center originated from the efforts of 
other mental health centers to summarize information onto 
IBM cards for statistical purposes. If our data could be re- 
duced for statistical evaluation, we reasoned, why not put it 
into card form in the first place? Interviews, telephone calls. 
conference discussions, and other material could be re- 
corded on IBM cards just as easily as on 81” by 11” sheets. 
Once the information was in card form, we could save filing 
space and time for our limited office staff. Furthermore, with 
punched codes in the cards, we could utilize an electronic 
sorter for compilation of reports that might increase the 
efficiency of the entire clinic. 

In practice, the data-processing system has become a 


Staff Time 


By ROBERT P. KEMBLE, M.D., Director 
Morris County Guidance Center 
Morris Plains, New Jersey 


1. Dr. Kemble enters data onto an IBM card from a tele- 
phone contact. Note box of blank cards available on desk. 


straightforward operation that requires absolutely no extra 
effort from our psychiatric case workers, and a minimum ot 
effort from our office workers. In fact. we find that the entire 
system can be handled adequately on a part-time basis bv 
two members of our regular office staff. 

Following through on a typical case, we use anywhere 
from six to ten different IBM cards to build a patient file— 
with color coding on the principal cards in the system. For 
example, a pink card is used to record every inquiry con- 
cerning a subject—before he actually becomes a patient at 


the clinic. The general rule is: “‘a card per contact,” although © 


more than one card may be used. 

Our first contact may be a call from the subject himself, 
a parent, or a county agent. Every one of our workers has a 
supply of blank cards at his desk. When the call comes in, 
a pink Inquiry Card is pulled and the pertinent information 
recorded on it. This includes the subject’s name. the amount 
of time spent on the call (for later analysis). the code num- 
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Cardpunch machine enters patient control number, casework- 
code number, date. and a card code to show sequence in file. 


3. It is a simple matter to run coded cards through 
the IBM Sorter for rapid analysis and breakdown. 


4. Punched and sorted cards are filed in Manila jackets in a 
tub file. A separate jacket is maintained for each patient. 


ber of the staff member taking the call, the mode of call, the 
relationship of the caller, and any other factors which might 
bear on the case. 

It is worthwhile to point out that we have established no 
hard-and-fast system of recording the information on the 
cards. Dealing with professional people, we prefer to let 
each staff member use his own system of recording during 
calls. Some write directly onto the cards; others use a 
shorthand system, or recall data from memory after the call. 

In any case, the main purpose is to get the information 
down on cards and to build a file which might help in our 
work with the patient, and provide data for later statistical 
analysis. For these reasons, we process the cards through 
the IBM Card Punch for punching of the subject name. We 
do not enter a subject code number until that person has 
become an active case. From then on. names are no longer 
punched, the “case number” being enough for machine 
operations. When the subject comes in for an appointment, 
we fill out three more cards; a yellow Opening Card. a blue 
Family Group Card. and a green Problem Card. 


5. Patient’s previous history cards, plus a blank card for 
the upcoming interview are placed on the caseworker’s desk. 


The Opening Card is a detailed breakdown of every back- 
ground factor which bears on the particular case. Although 
we now punch only a case number, the IBM card is set up 
so that we can code every factor at some future date. This 
means that we are prepared to launch into a research pro- 
gram without the time and trouble of future transcribing 
onto IBM cards or manual searching through the files to 
pick out a particular case. While it is difficult to assign any 
monetary value to this benefit, it is evident that our system 
is now saving and will continue to save valuable budget dol- 
lars. 

The other two cards begun during the initial interview, 
the Family Group Card and the Problem Card. are also 
punched with the control code assigned to the patient. These 
three IBM cards form a succinct record of every factor the 
case worker may need in his work. All the cards are then 
placed in a Manila jacket and held in a tub file. Thus, when 
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the patient is due for his next meeting. the entire jacket or 
just the cards of the previous contacts may be pulled and 
placed in the case worker's appointment box. 

As far as the actual interview is concerned, details of the 
meeting are recorded on Manila Contact Cards. These cards 
are actually set up in advance by our office personnel, with 
the patient’s control code pretyped on each card. When the 
file jacket is placed on the psychiatric case worker's desk, it 
contains previous history cards plus a blank card for the 
current interview. 


Future Coding Will Aid Research 


After the card has been filled by the interviewer. it is fed 
into the IBM Card Punch (usually at the end of the day) 
for entry of the case worker's code number, and the date 
and card codes to show its sequence in the file. It is impor- 
tant to point out that at some future date when we have the 
time and staff to do additional work, we can code many 
factors on the card for research purposes. In practice. IBM 
cards have unlimited value in the area of statistics and 
research, 

The same basic procedure of recording information and 
punching control codes is followed throughout the patient's 
contact with the clinic. until a white Closing Card is added 
to the file. Then the entire jacket is pulled out of the 
“Active” section of the tub file and placed with the “In- 
active” jackets. A Follow-Up Card is being devised for 
later contacts. 
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In our daily usage of this system we have realized a num- 
ber of advantages. One outstanding gain is the speed of 
getting daily contact reports around to other staff members 
and back into the patient’s file. Under the usual methods it 
may take weeks before a patient’s folder can be brought up 
to date, but with IBM cards, the files are kept current on 
a day-to-day basis. Furthermore. our office personnel are 
relieved of the time-consuming work of shuffling papers, 
transcribing notes, and doing general filing. The only 
operations necessary to put a new card into the files are 
the punching of the control codes and a rapid run through 
the IBM Sorter. 

In addition the cards take up only about 14 as much file 
space as formerly required and the legibility and life of 
records is prolonged because the cards are not subjected to 
the wear and tear received by regular sheets in drawer-type 


files. 


Time Gained for Patients 

Although the system is very efficient in all cases. it be- 
comes even more valuable in the case of a child patient, 
where we keep two concurrent files—those of the child and 
the parent. Through the use of punched codes we are able 
to quickly separate these and reassemble them afterward in 
the original sequence. In short. there’s no extensive file 
searching in order to put all the necessary information on 
the desk of a professional worker. And while this time 
saving may not amount to more than a few minutes per case, 
in the long run it may be enough to handle just one more 
patient per day. 

Another time-saving benefit is realized in the inter- 
viewing room. The very nature of the system encourages the 
professional worker to use a concise newspaper style of 
writing. Although we haven't attempted to measure this 
feature, we do believe that records are becoming more valu- 
able because of the short. sharp. analytic sentences contained 
in them. 


Monthly Reports Made Easy 


The final advantage of the system. but by no means the 
least important, is the availability of our records for the 
compilation of monthly reports. Under ordinary circum- 
stances it is far too time-consuming and expensive for a 
clinic to run regular summaries of its work. In our case, 
however, there is only a minimum of extra work involved. 
With the patient number, interviewer number. and date 
punched into Contact Cards, we have the flexibil'ty to run 
our records through the IBM Sorter for a breakdown which 
will show how much time each staff member spent on each 
case. Projecting these figures into regular report form, we 
have a guide for regulating interview time to make the 
most of each professional worker's hours at the clinic. 

In essence, the use of data processing techniques at the 
Morris County Guidance Center has produced a triple play: 
we've reduced the work burden for our clinical staff; we've 
put records in a far better form for our professional per- 
sonnel; and we've increased service to the citizens of Morris 
County. And while we certainly won't discard the bromide 
of “overworked and understaffed.” we do feel that the adop- 
tion of modern office techniques in our psychiatric out- 
patient clinic is easing the workload all around while in- 
creasing the value of our records. 
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REVIEWS & COMMENTARY 


READERS’ FORUM 


Comments From Russian Hospital Psychiatrists 
(Translated from the Russian.) 


Thank you for sending the review in MENTAL HospItALs 
(A Visit to Kashenko Mental Hospital, Moscow, by Robert 
H. Klein, Dec. 1958, p.19). We appreciate very much that 
during his visit he noted the spirit of optimism and of 
solicitude towards our patients, which is inherent to the 
medical and other members of the staff. We are very pleased 
to hear that he appreciated our modest efforts in caring for 
the health of our mental patients. This shows once more 
that our duty towards each Soviet individual can also be 
witnessed in the psychiatric field as well as in other services 
offered to our citizens. 

His surprise in noting the above-said comes apparently 
from an erroneous conception of the attitude towards the 
individual in the Soviet Union. To those who are well 
acquainted with our way of life, our attitude towards peo- 
ple seems natural and does not give matter for any sur- 
prise. 

A conversation through an interpreter has certainly many 
drawbacks. It can always result in some inaccuracies and 
in incorrect definitions, especially if the interpreter is not a 
specialist in the given field. Therefore, allow us to correct 
some of his statements. as they are somewhat inaccurate. 

He writes that “ali patients of the mental hospitals in 
Russia are there on their free will.” This should not be 
taken literally. Children placed in regular, non-psychiatric 
hospitals often cry and protest against being hospitalized. 
However. parents, realizing the necessity of this hospitali- 
zation, leave them there in spite even of their protests. In 
the case of mental patients, should hospitalization of the 
patient be required, he will be placed in a mental hospital 
by his relatives, whether he agrees to it or not. Now, if 
his relatives wish to keep him at home, provided this will 
not have any bad effect on the patient’s health or the health 
of the people surrounding him, they can take him out of the 
hospital at any time. Compulsory hospitalization can be 
carried out only following a court order, and in case of 
the dangerous behavior of the patient, or if an individual 
who committed a crime turns suddenly insane. 

His account of the organization of the psychiatric help 
in Moscow is not quite accurate. Briefly said, it is carried 
out thus: each section of the city has a psychoneurological 
dispensary, which takes care of all the patients of its sec- 
tion. These patients are outpatients. However, if necessary, 
these patients are sent to a hospital. Our hospital takes 
care of eleven city sections; the other sections are attended 
to by three smaller mental clinics. Besides these there are 
two medical institutes, which have psychiatric clinics. Bor- 
derline cases and cases in the initial stage of psychosis can 
be placed in hospitals of a sanatorium type. Acute cases 
among visitors to Moscow are referred to a special hospital. 
Its functions consist in giving quick psychiatric help to the 
patient and in transferring him to a hospital in his resi- 


dential area; it can happen that patients stay for longer 
treatment in this special hospital. 

Besides the above-mentioned inpatient hospitals, Moscow 
has a hospital of 2500 beds for chronic cases and three 
colonies which are equipped with all requirements for treat- 
ing mental cases. These four mental establishments are 
situated at a distance of 40-60 kilometers from the city. 

There are sections for older patients and they comprise 
quarters for quiet or restless male or female patients. 
Quiet senile patients are placed in special invalid homes of 
a psychiatric type. 

A section for treatment of alcoholics, comprising forty 
beds, was opened in our hospital in 1958. Treatment con- 
sists in developing a negative conditioned response to alco- 
hol. 

As regards vacation facilities for the staff of mental 
hospitals we must mention the following: All members of 
the staff who take care of adult mental patients get a yearly 
vacation period of 36 days, paid by the administration of 
the hospital. Those taking care of children get 48 days. 
If the worker gets sick, he gets a sick leave, paid out of 
the Social Security funds. Sick leave cannot replace partly 
or wholly the yearly vacation period paid by the adminis- 
tration. If the worker gets sick during his yearly vacation, 
this period of time is not deducted from his vacation and 
the latter is then prolonged accordingly. Besides the paid 
vacation, workers have naturally a weekly day off and they 
also do not work on official holidays. As hospital work 
cannot be interrupted, a certain number of workers have 
to work on holidays. In that case this day is paid at a 
double rate and added to their monthly check. 

There are always vacant positions in hospitals and it is 
not easy to fill them. We have to advertise in the papers, 
on the radio, put out posters, request corresponding agencies 
to send us people. City papers and the special newspaper, 
The Medical Worker, offer jobs every day to workers of 
various professions and categories. 

Owing to the development of fields of industry, education 
and medicine, etc., the demand for workers increases every 
day. We do not have unemployment and we often find it 
difficult to recruit our staff. 

Mr. Klein noted that in our hospital there are more 
women doctors than men. That is perfectly true and such 
is the case in the other mental hospitals. In the previously 
mentioned four Moscow hospitals, two of the head physi- 
cians are women. In three hospitals medical assistants to 
the head physician are again women. The great majority 
of heads of hospital departments and interns are again 
women. The same picture can be observed in the nurses’ 
section. 

No one among our hospital staff has been in England 
and we have not seen personally the “open-door hospitals.” 
But following the principles established by I. P. Pavlov, the 
great founder of scientific physiology, Soviet psychiatrists 
long ago started abolishing restrictions of freedom for 
mental patients in mental hospitals. Doors of our wards 
are not locked; isolation wards do not exist. Inside their 
section patients move around freely. but according to their 
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daily schedule. Quiet, working mental patients move freely 
around the whole hospital grounds, which, as Mr. Klein 
saw, are not even separated from the city grounds by a 
fence. When the conditions of the patients allow it, the 
front doors of the buildings are not locked in small mental 
hospitals. 

We consider it extremely useful that an exchange of ex- 
perience take place between psychiatrists of various coun- 
tries and would be very glad if Mr. Klein’s visit and our 
letter will throw some light on our work in connection with 
mental patients, who, in our opinion, require as much, and 
maybe more, of a sensitive approach than patients in other 


medical fields. 


To the patient, the Royal Topeka Chair is beautiful, relaxing, perfectly 
normal. From his viewpoint there is nothing about it that might set it 


apart. To you and your staff, it is far more than that, for it was especially 


built to the exacting and rigorous requirements of the Topeka State 
Hospital at Topeka, Kansas — designed for the physical comfort, mental 


ease, dependable safety of your patients. 


send for free literature 


Royal Metal Manufacturing Co., One Park Ave., New York 16, Dept. 11-K 


Koyat 


the preferred furniture of great and growing institutions 


We would be very interested to get similar information 
from an American hospital of the same type. 
A, L. Andrejev, Head Physician, and T. N. Shaber, Asst. 
Head Physician, The Kashenko Mental Hospital, Moscow 


Avoiding Injuries To Staff Members 
In visiting public mental hospitals as a consultant, I have 
been shocked to note how many injuries inflicted on staff 
members by patients are noted in monthly and annual ac- 
cident reports. I recently commented upon this fact in 
an article published in the JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION. 
My feeling about such injuries is that they can be ob- 
viated almost completely by means of a 


the human chair for mental patients... 


good orientation of the ward attendants. 
Such an orientation must go farther than 
merely acquainting the attendants with 
their duties, and should be followed up 
by frequent group discussions involving 
all ward personnel. In such sessions 
problems can be raised for discussion, 
and all staff members can verbalize their 
difficulties. Probably many of these in- 
juries are actually provoked by the em- 
ployees, and could be avoided if they 
were to become aware of the reasons for 
their own behavior. Ideally, of course. 
the type of individual who does provoke 
incidents should be screened out during 
the selection process, but this is a coun- 
sel of perfection. Many of the employees 
of hospitals I have visited have never 
been injured, while others have had re- 
peated incidents. A study of those who 
are apparently “injury-prone” might 
bring to light many possible methods of 
control. 

J. S. Felton, M.D., Professor of 

Occupational Health, Univer- 

sity of California, Los Angeles 


Deplores Practice 
of Masking Faces 


Having found so much of value in 
MenTAL Hospirats, I want to express 
my appreciation for the excellent and 
helpful material. Articles are almost al- 
ways specifically about a basic concern 
we have in dealing with hospital pa- 
tients, and the ongoing administrative 
work involved. 

There are two criticisms I do want to 
make. The first of these is regarding the 

| acceptance of advertising in which the 
patient’s face is blacked out. In a day in 
which we are so keenly concerned about 
the stigma still attached to mental illness, 


thers the stigma. Many hospitals have 
obtained patients’ permission to publish 
recognizable photographs, thus indicat- 


| publishing such photographs only fur- 
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ing that some, at least, do not regard mental illness as a 


tion One example of its value would be in a ward dayroom 
shameful thing, to be hidden. I have also seen recently some which becomes quite crowded when several wheel chairs are 
Lect. most skillful photography in which either the composition in use. Regular dayroom chairs can be mounted on the dol- 
— of the picture or the developing process made the patients lies to substitute for the wheelchairs during peak activity 
unrecognizable without the necessity of black masks. It periods. 
seems to me most inappropriate for MENTAL HosPITALs to When not in use the dollies fold, and take much less stor- 
save continue the practice of masking, which can only be inter- age space than folding wheel chairs. Casters with brakes are 
staff preted as indicating fear and shame. available, or the Wheel-A-Chair may be kept in a stationary 
r= It was bothersome again to me to see the term “ancillary” position by means of a small wooden wedge. The model 
in used in the introductory material to Dr. J. P. Kahn’s excel- illustrated is ADUS-3 Underslung Wheel-A-Chair available 
CAN lent article published in the June issue. (“The Role of from Southern Stamped Products Company, Inc., 2655 N.E. 
Ancillary Personnel in the Total Treatment of Psychiatric 9th Street, Pompano Beach, Florida. 
oh: Patients”). Its use was more puzzling because the word is Alexis Tarumianz 
af o not found in the article itself; in fact, 
the whole emphasis argues against the 
om concept. All too few professional peo- 
with ple who use the term reocgnize its pri- 
| up mary meaning to be either “subservi- 
ving ent” or “subordinate.” If they do, then 
aes we need to rethink our professional in- 
ay terrelatedness as we go about the job 
Rate of working with deeply troubled people. 
vy Ernest E. Bruder, Director, Protes- 
“i, tant Chaplain Activities, St. Eliza- 
ree beths Hospital, Washington, D. C. 
for | 
NEW PRODUCT | 
a Wheel Chairs from 
Straight Chairs 
yees The Wheel-A-Chair dolly shown in the 
ever accompanying photograph can be used 
1 re- to adapt various sized chairs, folding or ; 
who regular, to many of the uses formerly 
BRIGHTEN THEIR OUTLOOK... 
dolly is adjustable to the size of the ; 
or of chair, which it raises one inch above the ‘SAVE MAINTENANCE DOLLARS, TOO 
iver- | floor. Thus it simplifies the job of trans- 
geles porting chair-bound patients to various with attractive, clean, seamless Selbatex® floor covering 
areas in a ward, and provides a conveni- eee 
ent method of moving them from one Here’s a floor covering that is attractive Suger-sesietent Sclbeten ta we- 
ices floor to another in an elevator. At a and restful .. . that wears and wears... mendously resistant to wear, 

] price of approximately $21, the dolly that gives you more advantages for your abuse, fire, human <a 
em can substitute in many cases for a $50 modernization dollars than any other! pone te alcohol, fatty or nth oe 
press or $60 wheel chair. table acids. 

and Selbatex is neither a tile, nor a sheet llen-clip even when wet. Patients 
st al- flooring, but rather a beautifully smooth, and staff always have sure foot- 
cern resilient surface that is trowelled on over ing. 
| pa- the entire floor area. The original ns No sharp clotter 
° ° rom heels as with ceramic fioor 
shive flooring underneath needs no special finishes. 
cements, wire lath or mechanical bond so Seamless No cracks for dirt, 
- you save from the start. Check all these vermin or moisture to work into. 
Extra easy to clean. 
g the features which make Selbatex ideal for 
n the gleaming, hard-working floors in Standard red, brown, green; other 
ay in hospitals or institutions. colors avaiiable. 
b t - : Installed by factory trained ex- 
— Send for new literature, giving full details perts. 
— of Selbatex. No obligation. 
have 
blish SELBY, BATTERSBY &CO. 
dicat- 5220 Whitby Avenue, Philadelphia 43, Pa. © 2125 Maryland Avenue, Baltimore i8, Md. 
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NEWS NOTES 


PEOPLE & PLACES 


HAWAIL: Dr. William J. T. Cody is 
the new clinical director of the Territorial 
Hospital in Kaneohe, Oahu, and Dr. 
George H. Stevenson is now in charge 
of its outpatient and rehabilitation unit, 


CALIFORNIA: Dr. Norman Reider has 
resigned as chief of the Department of 
Psychiatry at Mt. Zion Hospital and Medi- 
cal Center, San Francisco, and will serve 
in the capacity of senior psychiatrist. Dr. 
Cyrus R. Friedman has been appointed 
to replace him. 


Dr. Edward G. Colbert, formerly of 


the Territorial Convalescent Center. 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 
AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 


1960 May 9-13, Convention Hall, Atlantic City, N. J. (116th) 
1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 

1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 


1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 
1961 Oct. 23-26, Hotel Fontenelle, Omaha, Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


Other: 


New York Drivisionat Meetinc, Nov. 27-29, Hotel Biltmore, New York City 
Recionat Researcu Meetince (Joint meeting with A.A.A.S.), Dec. 28-29, Chicago, 
Ill. (Ing. Eugene L. Bliss, M.D., General Hospital, Salt Lake City, Utah.) 
Recionat Researcu Meetine, Jan. 13-14 (Ing. Charles Watkins, M.D., Louisiana 

State University, New Orleans.) 


OTHER PROFESSIONAL ASSOCIATIONS 


NationaL Association For Mentat Heattu, Annual Meeting, Nov. 17-20, Hotel 
Sheraton, Philadelphia, Pa. 

A.M.A, Councit on Mentat Heattu, Annual Conference of Mental Health Repre- 
sentatives of State Medical Associations, Nov. 20-21, Drake Hotel, Chicago, IIl. 

American PsycHoanacytic Association, Dec. 4-6, Hotel Biltmore, New York City 

AssocIATION FoR ReseARCH IN Nervous AND MENTAL Diseases, Dec. 11-12, Hotel 
Roosevelt, New York City 

AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF Science, Dec. 26-31, Hotel Morri- 
son, Chicago, Il. 

State TERRITORIAL MenTAL HEALTH AUTHORITIES CONFERENCE, Jan. 6-8, Wash- 
ington, D. C. 

American Group PsycnorHerapy Association, Jan. 27-30, Henry Hudson Hotel, 
New York City 

INTERNATIONAL ASSOCIATION FOR CHILD PsyCHIATRY AND ALLIED Proressions (Work 
Conference of International Preparatory Commission), Feb. 7-13, (Ing. Gerald 
Caplan. M.D., 55 Shattuck St., Boston, Mass.) 

or Psycuiatrists, 11th Annual Meeting, Feb. 8-10, St. Louis, Mo. 

Institute FoR Menta Hospitat Directors oF Votunteers (offered by the Na- 
tional Association for Mental Health in cooperation with the Menninger Founda- 
tion and the Topeka State Hospital), Feb. 8-19, Topeka, Kansas. 

AmerICAN AssOcIATION oF PsycHtatric CLinics FoR CHILDREN, Annual Meeting, 
Feb. 23, Chicago, Ill. 

Nortu Litrtte Rock VA Hospirat, 12th Annual Institute, Feb. 25-26. N. Little 
Rock, Ark. 

American OrtHopsycHIATRIC AssociaTiIoN, Annual Meeting, Feb. 25-27, Hotel 
Sherman, Chicago, 


the Department of Psychiatry, U.C.L.A, 
Medical Center, was named medical direc- 
tor of the new psychiatric unit opened in 
July at St. John’s Hospital, Santa Monica, 
VIRGINIA: Dr. Joseph E. Barrett has 
retired as superintendent of Eastern State 
Hospital, Williamsburg; and Dr. Wil- 
liam I. Prichard, as superintendent of 
Lynchburg Training School. 


HERE & THERE: Dr. J. L. Frazee has 
been named executive director of the new 
residential treatment center for emotion- 
ally disturbed children, to be built this 
year in Vancouver, B. C., by the Children’s 
Foundation. The home is expected to care 
for some fifteen children ranging in age 
from 6 to 12. 

Dr. Aaron S. Mason has succeeded Dr. 
Peter A. Peffer as manager of the Brock- 
ton (Mass.) VA Hospital. 

Dr. Robert W. Hyde left the Butler 
Mental Health Center in Providence, R. L., 
to become assistant to the Massachusetts 
Commissioner of Mental Health, Dr. 
Harry C. Solomon. 

Dr. J. Sanbourne Bockhoven, the clini- 
cal director, is now the acting superin- 
tendent at Butler. 

Dr. Ivan A. LaCore, superintendent of 
the Pontiac (Mich.) State Hospital, has 
gone into private practice. Dr. Walter H. 
Obenauf, formerly of Ypsilanti State 
Hospital, succeeded him. 

Dr. Irville H. Mackinnon has accepted 
the superintendency of Milledgeville (Ga.) 
State Hospital. 

Dr. Jean Delay, professor of psychiatry 
at the University of Paris, and a Corres- 
ponding Fellow of the A.P.A., has been 
elected to the Academie Francaise. This 
is one of the highest honors a Frenchman 
can receive, since membership in the Acad- 
emy is for life and is limited to 40 men 
of letters. 

Dr. Joseph L. Camp, assistant director 
at Letchworth Village, Thiells, N. Y., has 
been appointed deputy assistant commis- 
sioner in the N. Y. Department of Mental 
Hygiene. 


M.H.S. Loan Library Additions 


During the summer the books listed be- 
low have been added to the Loan Library. 
We would like to remind our subscribers 
that Loan Library volumes are available 
to them by virtue of their subscriptions to 
Mental Hospital Service, but are not for 
sale. They should be ordered, no more 
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than three at one time, by code number 
and title, and should not be kept longer 
than two weeks, except by special per- 
mission of M.H.S. No charge will be made 
for outgoing postage. However, please be 
sure to affix sufficient postage when re- 
turning books. 


Formutary (VAH, Sepulveda, Calif.) 37A 
RESIDENCY ProcraM IN Psycuiatry (VAH, 
Sepulveda, Calif.) 38A 
ResipENcY TRAINING ProcramM (Northville 
39A 
ORIENTATION PRoGRAM—(R.N. Inservice 
Education, Northville State Hosp.) __40A 
VoLUNTEER Manuat (Northville State 
MepicaL Starr By-Laws Rutes anp ReEcu- 
(VAH, Sepulveda, Calif.) __42A 


Jon Description, Nurstnc (Northville 
434 
ADMINISTRATIVE AND CLINICAL REcorRDS 
(VAH, Sepulveda, Calif.) == AC 


PROFESSIONAL SERVICES ADMINISTRATIVE 
(VAH, Sepulveda, Calif.) 5C 
INSTRUCTION MANUAL—FIRE PREVENTION, 
PROTECTION EVACUATION AND CONTROL 
Pian (New Jersey State Hosp., Greystone 
17E 
Fire Sarety Procram (VAH, Sepulveda, 
Calif.) ___18E 
DisasTeR EMERGENCY Revier Pitan (VAH, 
19E 
MANUAL OF SoctAL Service DEPARTMENT 
(Northville State Hosp., Mich.) _____ 3G 
PurcHasinc Manuat (Arizona State Hosp., 
ConsTITUTION AND By-Laws (Northville 
A Nurstnc Home Rererrat Form (To- 
peka State Hosp., Kansas) 22H 


HAVE YOU HEARD ? 


PATIENT CARE: The N. Y. State Depart- 
ment of Mental Hygiene is opening an 
Office of Mental Retardation to co- 
ordinate and develop all services for the 
mentally retarded. It will be under the 
direction of Dr. Arthur W. Pense, deputy 
commissioner, assisted by Dr. Joseph L. 
Camp, the newly-appointed deputy assist- 
ant commissioner. The emphasis of this 
office will be on improving care to the 
patients in the state’s six institutions, devel- 
oping new programs designed to better 
training activities, and encouraging place- 
ment of suitable patients in the community. 

Appointment of a committee to develop 
a basis for improved planning of mental 
health facilities throughout the United 
States was announced recently by Dr. Le- 
roy E. Burney, Surgeon General, U. S. 
Public Health Service. The group will 
work with the Public Health Service to 
formulate treatment and administrative 


guidelines which can be used in developing 
statewide plans for mental health facilities. 
An adequate program, the Surgeon Gen- 
eral points out, stresses continuity of care 
and requires a wide spectrum of services 
both community-based and_hospital-ori- 
ented. 

PATIENTS’ ACTIVITIES: A group of 28 
patients from Manteno (IIl.) State Hos- 
pital attended a lecture on the “Effect of 
Tranquilizing Drugs,” given by Dr. Werner 
Tuteur to staff members and students of 
the ORT (Occupational-Recreation Ther- 
apy) School at Manteno. Some of the pa- 


tients even participated in a questions-and- 
answers period. The discussion of pertinent 
problems with a group composed of pa- 
tients and employees proved to be an 
interesting experiment. 
CONSTRUCTION: Indiana Governor Har- 
old Handley recently officiated at the 
ground-breaking ceremonies for the Fort 
Wayne State School’s new $1 million, 
192-bed dormitory. This is the first step 
toward relocating the school to a less- 
crowded area, the 160-acre Parker Place 
Farm, located just outside the corporate 
limits of the City of Fort Wayne. 


LASTS 3 OR 4 TIMES LONGER THAN ORDINARY DRESSES 


The Briell-Rodgers Institutional Dress 
has been tested and proved to last 
3 to 4 times longer than ordinary 
dresses. This statement was made by 
Institutions that tested this 
Proof of this statement can be fur- 
nished. 


dress. 


You will like the benefits of- 
fered in this dress. 


(1) Material, construction and styl- 
ing designed to stand the stress 
of institutional wear and laun- 
dering. 


(2) Assortment of styles and prints 
to assure a good variety. 


(3) Special buttons to eliminate the 
high cost of button breakage and 
loss in laundering. 


(4) Belt of same material, and se- 
cured to dress to prevent loss. 


(5) Special seams with safety stitch 
to eliminate raw edges. Full 2” 
hem, sewed with lock stitch 
machine. 


(6) Special labels for institution in- 
formation sewed in dress. 


4 Sample dresses will be furnished on 


request. 


Write today for samples and 


specification of dresses. 


BRIELL RODGERS 


COTTON GOODS CO. 


(Established 1913) 
COTTER, ARKANSAS 
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thymoleptic 


brand of imipramine HCI 


Specific in Depression 


Produce remission or improvement in 
70-85 % of cases 


Act effectively in all types of depression 


- Afford equally good results in severe 
as in mild cases 


Achieve therapeutic benefit with minimal risk of 
serious side reaction 


Indications for Tofranil include: 


Endogenous Depression, Reactive Depression, Involutional Melancholia, Senile Depres- 
sion, Depression associated with other Psychiatric Disorders. 


Availability: Tofranil (brand of imipramine HCl) tablets of 25 mg. bottles of 100. Ampuls 
of 25 mg. (for intramuscular administration only) cartons of 10 and 50. 


13759 


not 


Inhibit monoamine oxidase either in 
brain or liver with its associated risks 


Produce dangerous potentiation of other 
drugs such as barbiturates and alcohol 


Act by producing undesirable central 
nervous stimulation leading to agitation 
and excitement 


Cause disturbance of color vision 


of 


The efficacy of Tofranil is attested by more than 50 


published reports and confirmed by clinical experi- s 
ence in more than 50,000 cases. 
Detailed Literature Available on Request. 


13759 Geigy, Ardsley, New York 
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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 9 
Krantz, J. C., Jr.: The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


the original meprobamate, discovered and introduced by 


(i WALLACE LABORATORIES. New Brunswick, N. J. 
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